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Chairman Heider called the meeting to order at 3:02 p.m. and welcomed
everyone to the first meeting of the Health and Welfare Committee (HWC).

Chairman Heider introduced the new Senate Page Cameron Floyd, and asked
him to tell the HWC about himself. Cameron Floyd said he is from Boise and
attends Centennial High School. His plans following high school are to serve the
mission for his church, obtain his bachelors degree in graphic design, then attend
Brigham Young University to get his masters. He enjoys playing sports. He is
very thankful to have this opportunity to be a page and gain first hand knowledge
about the State government. Chairman Heider commented that it is nice to see a
young man with goals and welcomed him. Vice Chairman Martin commented
that he had known Mr. Floyd, his parents, aunt and uncle for many years and he
was a very fine young man.

Chairman Heider introduced the HWC Secretary Erin Denker. He excused
Senator Lodge due to iliness.

Chairman Heider welcomed and introduced Dr. Samir Qamar who is a direct
primary care (DPC) provider, board certified in family medicine and an expert in
the fields of DPC, concierge medicine and telemedicine. He is the founder and
CEO of MedLion, the nation's largest DPC provider. MedLion managed DPC
practices in 22 states.

Dr. Samir Qamar thanked Chairman Heider, the Senators and the audience. He
added a special thank you to Senator Thayn for hosting a very nice visit. He
explained DPC was new in the field of medicine. He stated the current system
of healthcare was failing for two reasons. First, the reliance on a fee-for-service
system meant doctors needed to see as many patients as possible per day.
Second, insurance was not designed to be used for primary care. Dr. Qamar
explained his vision for a new model of healthcare based on subscription. He
defined insurance as risk management for rare and expensive events. He stated
healthcare is the only industry expected to insure both rare and reoccurring
events.

Dr. Qamar described DPC as an innovative alternative to conventional health
insurance. Preliminary data showed excellent health outcomes for patients
enrolled in DPC and a reduction in health care costs. Often, the sum of the
membership fees and an augmented insurance plan — called a wraparound plan
because it covered care beyond the scope of primary care — was lower than the
cost of a comprehensive insurance plan. He continued to discuss several key
points in regards to this new concept. (see attachment 1)



DISCUSSION:

Chairman Heider asked what the consensus of doctors was on the demand to
decrease the quantity of time they spend on patient visits. Dr. Qamar responded
many doctors are frustrated, however, the current nature of the business dictates
an increased patient load. He stated his company received approximately 10-15
calls per week from doctors in search of an alternative to the traditional medical
practice. Doctors are looking for a new way to practice. Employers and patients
want affordable, quality solutions.

Senator Hagedorn asked how catastrophic care and when combined with DPC
compared with conventional insurance cost. Dr. Qamar stated wraparound
plans costs were about 25-30% less than traditional insurance and were able to
compete on the insurance exchanges.

Vice Chairman Martin asked about how DPC made itself available to the public
as well as employers. Dr. Qamar stated DPC was originally created to assist low
or non-insured individuals. Before the Affordable Care Act was enacted, 55 million
people did not have coverage. This was a method to provide affordable coverage.
After DPC was included as an option in the Affordable Care Act, employers began
to look at DPC as a viable option. Currently, there are pilot programs being done
with Medicare and Medicaid. In Colorado and Washington, DPC programs have
been setup directly on those state's insurance exchange.

Senator Nuxoll asked if DPC required the same quantity of paperwork as
Medicaid. Dr. Qamar answered there will always be a need for paperwork in the
medical field. He doesn't believe the healthcare field will be completely free of
paperwork, but it can be minimized through streamlined practices. He stated the
operational model of healthcare will determine the amount of paperwork.

Senator Nuxoll asked if Dr. Qamar would summarize the top concerns of the
physicians who attended the prior evening's public meeting. Dr. Qamar stated
specialists did not understand how primary care had become such a critical facet
of medical insurance. He said additional concerns included a greater investment
in the foundation of primary care, the upcoming physician shortage and increasing
quality of care versus quantity of care.

Senator Hagedorn asked, in Dr. Qamar's opinion, was there a particular
demographic that utilized this type of care more than another. Additionally,
Senator Hagedorn asked what metric was used to measure the success of DPC.
Dr. Qamar said one particular demographic had not yet stood out. The demand
for DPC was spread throughout all demographics.

Dr. Qamar stated the metric for determining DPC's success established by the
individual practice's standard of care. His practice's method was based on patient
outcome and whether there is a reduction in hospitalizations and extraneous
unnecessary referrals. He said the metric was managed through an electronic
medical records system making data easy to compile.

Chairman Heider inquired about Dr. Qamar's perception of telemedicine and if it
included doctor to doctor communication via web or video conference. Dr. Qamar
stated he viewed telemedicine as an after hour call to a physician. With newer
technology, patients are able to video chat or use an application on their smart
phone to communicate with a physician as well as other alternatives. However,
none of these options allow a doctor to diagnosis a patient. Dr. Qamar stated
that he invented a medical device to remotely examine a patient. The vision for
telemedicine he is creating allows for patient examinations to occur in any location.
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ADJOURNED:

Senator Hagedorn asked how to migrate from traditional, low tech medical
practices to nontraditional, electronic based management of the health care
system. Dr. Qamar stated they have of the tools in place and multiple states
as well as Medicare and Medicaid are beginning to manage their healthcare
systems in this manner.

Senator Hagedorn wanted to know how the insurance companies' were
responding to telemedicine. Dr. Qamar stated insurance companies have
embraced telemedicine. United Healthcare have a division called "Now Clinic",
solely, a telemedicine unit; Blue Cross/Blue Shield and ETNA also have one.

Senator Lee asked if DPC changed the way doctors practiced general medicine.
She wanted to know how malpractice fit into the scope of telemedicine. Dr. Qamar
stated with DPC, doctors practice as they currently do; if they reach their limit of
knowledge or expertise, they refer. In the event of a referral, it was preferable to
use a wraparound, or catastrophic policy. Dr. Qamar said malpractice risk was
reduced because of DPC's smaller pool of patients. In response to telemedicine,
Dr. Qamar stated they have to be smart and triage properly. If the patient needs
urgent care, they cannot be seen via video or other forms of telemedicine.

There being no further information, Chairman Heider adjourned the meeting
at 3:52 p.m.

Senator Heider
Chairman

Erin Denker
Committee Secretary

Jenny Smith
Assistant Secretary
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Direct Primary Care: An Innovative Alternative

to Conventional Health Insurance
Daniel McCorry

Abstract

Insurance-based primary care has grown increasingly complex, ineffi-
cient, andrestrictive, driving frustrated physicians and patients to seek
alternatives. Direct primary care is a rapidly growing form of health
care that not only alleviates such frustrations, but also goes above
and beyond to offer increased access and improved care at an afford-
able cost. State and federal policymakers can improve access to direct
primary care by removing prohibitive laws and enacting laws that en-
courage this innovative model to flourish. As restrictions are lifted and
awareness expands, direct primary care will likely continue to prolifer-
ate as a valuable and viable component of the health care system.

ith new concerns over the effects of the Affordable Care Act

(ACA)! on access to care and continued frustration with third-
party reimbursement, innovative care models such as direct pri-
mary care may help to provide a satisfying alternative for doctors
and patients. Doctors paid directly rather than through the patients’
insurance premiums typically provide patients with same-day vis-
its for as long as an hour and offer managed, coordinated, personal-
ized care. Direct primary care—also known as “retainer medicine”
or “concierge medicine”*—has grown rapidly in recent years. There
are roughly 4,400 direct primary care physicians nationwide,® up
from 756 in 2010 and a mere 146 in 2005.*

Direct primary care could resolve many of the underlying prob-
lems facing doctors and patients in government and private-sector
third-party payment arrangements. It has the potential to provide
better health care for patients, create a positive work environment
for physicians, and reduce the growing economic burdens on doc-

This paper, in its entirety, can be found at http://report.heritage.org/bg2939

The Heritage Foundation

214 Massachusetts Avenue, NE
Washington, DC 20002

(202) 546-4400 | heritage.org

Nothing written here is to be construed as necessarily reflecting the views of The Heritage
Foundation or as an attempt to aid or hinder the passage of any bill before Congress.

KEY POINTS

m Direct primary care is financed
by direct payment, outside of
insurance, usually in the form of
amonthly fee. In return, patients
have ready access to physicians
who deliver continuous, com-
prehensive, and personalized
primary care.

m Direct primary care resolves
the growing frustrations with
the current health care system,
particularly problems with third-
party payment, paperwork, and
government bureaucracy, expe-
rienced both by patients and by
their physicians.

m Preliminary data show excellent
outcomes for patients enrolled in
direct primary care and a reduc-
tion in health care costs.

m Policymakers should create a
legal and regulatory environment
that is less restrictive toward
direct primary care.

m |f policymakers will encourage
change, innovation, and competi-
tioninstead of just reacting to the
increasingly dysfunctional status
quo, the possibilities are endless.




BACKGROUNDER | NO. 2939
AUGUST 6, 2014

tors and patients that are caused by the prevailing
trends in health policy. With some specific policy
changes at the state and federal levels, this innova-
tive approach to primary care services could restore
and revolutionize the doctor-patient relationship
while improving the quality of care for patients.

In general, direct primary care practices offer
greater access and more personalized care to
patients in exchange for direct payments from the
patient on a monthly or yearly contract. Physicians
can evaluate the needs and wants of their unique
patient populations and practice medicine accord-
ingly. Patients relying on a direct primary care
practice can generally expect “all primary care ser-
vices covered, including care management and care
coordination ... seven-day-a-week, around the clock
access to doctors, same-day appointments, office vis-
its of at least 30 minutes, basic tests at no additional
charge, and phone and email access to the physi-
cian.” Some practices may offer more services, such
as free EKGs and /or medications at wholesale cost.

This approach would enable doctors and patients
to avoid the bureaucratic complexity, wasteful
paperwork and costly claims processing, and grow-
ing frustrations with third-party payer systems. It
can also cultivate better doctor-patient relation-
ships and reduce the economic burden of health
care on patients, doctors, and taxpayers by reducing
unnecessary and costly hospital visits.

While the rapid growth in direct primary care is
a relatively recent trend, policymakers could help
by eliminating barriers to such innovative practices
and creating a level playing field for competition. At
the state level, policymakers should review and clar-
ify existing laws and regulations, repealing those
thatimpede these arrangements. At the federal level,
policymakers should consider facilitating greater
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Direct Primary Care
Increasingly Popular

The number of physicians
providing direct primary
care—also known as
“concierge” medicine—
has grown dramatically
since 2005.
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Sources: Chris Silva, “Concierge Medicine a Mere Blip on
Medicare Radar,” American Medical News, September 30, 2010,
http://www.amednews.com/article/20100930/government/
309309997/8/ (accessed June 16, 2014), and Elizabeth
O'Brien, “Why Concierge Medicine Will Get Bigger,” The Wall
Street Journal MarketWatch, January 17, 2013,
http://www.marketwatch.com/story/why-concierge-
medicine-will-get-bigger-2013-01-17 (accessed July 24, 2014).
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access for patients to direct primary care through
the federal tax code and also within existing federal
entitlement programs.

The Benefits of Direct Primary Care

While direct primary care is not a new develop-
ment, it has been given new life because of the grow-
ing concerns over the impact of the Affordable Care
Act on access to care, such as the doctor shortages,®

1. Patient Protection and Affordable Care Act of 2010, Public Law 111-148.

2. These terms have nuanced differences in their meanings but generally refer to similar types of primary care practices. For the purposes of this

paper, “direct primary care” will be used.

3. Elizabeth O'Brien, “Why Concierge Medicine Will Get Bigger,” The Wall Street Journal MarketWatch, January 17, 2013,
http://www.marketwatch.com/story/why-concierge-medicine-will-get-bigger-2013-01-17 (accessed July 24, 2014).

4,  Chris Silva, “Concierge Medicine a Mere Blip on Medicare Radar,” American Medical News, September 30, 2010,
http://www.amednews.com/article/20100930/government/309309997/8/ (accessed June 16, 2014).

5. Lisa Zamosky, “Direct-Pay Medical Practices Could Diminish Payer Headaches,” Medical Economics, April 24, 2014,
http://medicaleconomics.modernmedicine.com/medical-economics/news/direct-pay-medical-practices-could-diminish-payer-

headaches?page=full (accessed June 3, 2014).

6. Amy Anderson, “The Impact of the Affordable Care Act on the Health Care Workforce,” Heritage Foundation Backgrounder No. 2887, March 18, 2014,
pp. 1-3, http://www.heritage.org/research/reports/2014/03/the-impact-of-the-affordable-care-act-on-the-health-care-workforce.
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narrow networks,” and frustrations and failures that
doctors and patients have experienced with third-
party reimbursement.

Before the rapid growth of employer-based
health insurance coverage in the 1940s, Ameri-
cans paid directly with cash for virtually all of their
health care. With the rise of third-party health
insurance after World War II, cash payment for
medical services declined sharply. Doctors, hospi-
tals, and other medical professionals increasingly
were reimbursed through third-party insurance,
which often provided “first dollar” coverage. Super-
ficially, this seemed to be efficient, quick, and easy,
but it had the unintended consequence of mak-
ing health care financing largely opaque. This hid
the true cost of services, leaving patients with the
false impression that their employers paid for their
medical expenses, except for the occasional co-pay,
deductible, or coinsurance.

Over time, the third-party

payment systems in both private
health insurance and public programs,
such as Medicare and Medicaid, have
become increasingly complex and
costly, less transparent, and more
economically inefficient.

This major transition in American health care
financing during the 1940s left physicians to seek
reimbursement from patients’ insurance companies.
Over time, the third-party payment systems in both
private health insurance and public programs, such
as Medicare and Medicaid, have become increas-
ingly complex and costly, less transparent, and more
economically inefficient.

In light of these mounting complexities and inef-
ficiencies, increasingly dissatisfied doctors and
patients are looking for innovative ways to deliver
and receive primary care. Direct primary care has
become a viable solution for many Americans.

Professional Decline. For many physicians, the
traditional third-party payer model is becoming
increasingly unattractive. A survey by the Physi-
cians Foundation found that most doctors are pro-
foundly dissatisfied and believe that their profession
is in decline. Among the “very important” reasons
that they give for the decline are too much regula-
tion and paperwork (79.2 percent of physicians); loss
of clinical autonomy (64.5 percent); lack of compen-
sation for quality (58.6 percent); and erosion of phy-
sician—patient relationship (54.4 percent).

In Medicare and Medicaid, these shortcomings
are exacerbated by their outdated payment mod-
els, which routinely underpay physicians relative to
the private sector while increasing regulatory and
reporting requirements as a condition for contin-
ued participation. The Affordable Care Act has only
increased these regulatory burdens.

For a typical physician, “half of each day can be
consumed with clerical and administrative tasks,
such as completing insurance claims forms, navigat-
ing complex coding requirements, and negotiating
with insurance companies over prior approvals and
payment rates.” The Direct Primary Care Coalition
estimates that 40 percent of all primary care rev-
enue goes to claims processing and profit for insur-
ance companies.’® A typical physician would need
7.4 hours per day to provide all of the preventive care
as determined by the U.S. Preventive Services Task
Force." Such time commitment is unfeasible when
physicians must spend several hours per day on cler-
ical work. Declining reimbursements have prompt-
ed primary care providers to see more patientsin an
attempt to maintain stable income. This means that

7. Scott Gottlieb, “The President’s Health Care Law Does Not Equal Health Care Access,” testimony before the Subcommittee on Health,
Committee on Energy and Commerce, U.S. House of Representatives, June 12, 2014,
http://www.aei.org/speech/health/scott-gottlieb-the-presidents-health-care-law-does-not-equal-health-care-access/ (accessed July 18, 2014).

8.  The Physicians Foundation, “Practice Arrangements Among Young Physicians, and Their Views Regarding the Future of the U.S. Healthcare
System,” 2012, http://www.physiciansfoundation.org/uploads/default/Next_Generation_Physician_Survey.pdf (accessed July 21, 2014).

9. Robert Pearl, “Malcolm Gladwell: Tell People What It's Really Like to Be a Doctor,” Forbes, March 13, 2014,
http://www.forbes.com/sites/robertpearl/2014,/03/13/malcolm-gladwell-tell-people-what-its-really-like-to-be-a-doctor/ (accessed June 4, 2014).

10. Zamosky, “Direct-Pay Medical Practices Could Diminish Payer Headaches.”

1. Kimberly S. H. Yarnall et al., “Primary Care: Is There Enough Time for Prevention?” American Journal of Public Health, Vol. 93, No. 4

(April 2003), pp. 635-641.
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each visit is only long enough to address the bare
essentials, seldom more.

The lack of meaningful interaction and sufficient
time for primary care is eroding the doctor-patient
relationship. Patients suffer when doctors must see
so many of them. Office schedules are almost always
full, and doctors are frequently running behind
schedule. Patients can expect to wait weeks or even
months for an appointment'? and then often wait
an hour or more after they arrive for their appoint-
ments to see the doctor. Once the physician sees
them, the patient’s chief complaint will be addressed
quickly, and the patient will be sent on his or her way.

Patients may feel that they have received poor
care, and many do not receive sufficient preven-
tive screening, understand their pharmaceutical
regimen, or secure the appropriate management
of their chronic diseases. Thomas Bodenheimer,
M.D., writing in the New England Journal of Medi-
cine, says, “The majority of patients with diabetes,
hypertension, and other chronic conditions do not
receive adequate clinical care, partly because half
of all patients leave their office visits without having
understood what the physician said.”*®

These problems are byproducts of an overloaded
third-party payment system that often expects a
doctor to care for nearly 3,000 patients, even though
he or she is not reimbursed appropriately for doing
so. This process undermines sound medical practice
and compromises the quality of patient care.

Moreover, while insurers and legislators often
support reforms that compensate for quality rather
than quantity, such as value-based purchasing in
hospitals and pay for performance for physicians, it
remains to be seen whether these modest payment
reforms will change treatment dynamics.

Benefits of Direct Primary Care. Direct pri-
mary care can avoid many of these problems for doc-
tors and patients. Since direct primary care practic-

es see fewer patients, the physician can spend more
time on each visit, offer same-day appointments, and
get to know patients well. The doctor no longer feels
aneed to run from room to room, seeing patients on
a tight schedule, just to maintain stable revenues for
the practice.

Since direct primary care practices
see fewer patients, the physician
can spend more time on each visit,
offer same-day appointments, and
get to know patients well.

Under direct primary care arrangements, reve-
nues are predetermined by the monthly fees, allow-
ing doctors to focus entirely on caring for their
patients. In return, patients receive increased access
to their physicians, more of their physicians’ atten-
tion, and the benefits of more preventive, compre-
hensive, coordinated care.

Patients with chronic diseases could also ben-
efit from direct primary care. The Centers for Dis-
ease Control and Prevention (CDC) recognizes that

“Chronic diseases and conditions ... are among the
most common, costly, and preventable of all health
problems.”™* Diabetes is a widespread chronic dis-
ease and is projected to become more prevalent as
the baby-boomer generation ages.!” Diabetes can also
be managed more effectively through better coordi-
nated, longitudinal, preventive primary care such as
that provided by direct primary care practices.

The American Diabetes Association estimates that
the economic cost of diabetes totaled $245 billion in
2012 and has found that individuals with uncontrolled
diabetes cost “two to eight times more than people
with controlled or nonadvanced diabetes.”'® A study

12. Merritt Hawkins, “Physician Appointment Wait Times and Medicaid and Medicare Acceptance Rates,” 2014, pp. 5-6,
http://www.merritthawkins.com/uploadedFiles/MerrittHawkings/Surveys/mha2014waitsurvPDF.pdf (accessed June 4, 2014).

13.  Thomas Bodenheimer, “Primary Care—Will It Survive?" The New England Journal of Medicine, Vol. 355, No. 9 (August 31, 2006), pp. 861-864,
http://www.nejm.org/doi/full/10.1056/NEJMp068155 (accessed July 21, 2014).

14. Centers for Disease Control and Prevention, “Chronic Diseases and Health Promotion,” May 9, 2014,
http://www.cdc.gov/chronicdisease/overview/ (accessed June 3, 2014).

15. DanaE. King et al., “The Status of Baby Boomers' Health in the United States: The Healthiest Generation?” JAMA Internal Medicine, Vol. 173,

No. 5 (March 11, 2013), pp. 385-386.

16.  American Diabetes Association, “Economic Costs of Diabetes in the U.S. in 2012," Diabetes Care, March 6, 2013, p. 9,
http://care.diabetesjournals.org/content/early/2013/03/05/dc12-2625.full.pdf+html (accessed July 21, 2014).
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focusing on specific prevention quality indicators!”
estimated that the costs of two preventive condi-
tions (“uncontrolled diabetes without complications”
and “short-term complications”) for diabetes ranged
between $2.3 billion and $2.8 billion annually. Medi-
care or Medicaid patients accounted for 49 percent of
preventable hospital admissions in this study.'

While detailed quantitative analysis of the effica-
cy of direct primary care is scarce, the limited exist-
ing research generally supports the value of direct
primary care practices. Researchers writing in the
American Journal of Managed Care evaluated the
cost-benefit for MD-Value in Prevention (MDVIP), a
collective direct primary care group with practices
in 43 states and the District of Columbia. For states
in which sufficient patient information was available
(New York, Florida, Virginia, Arizona, and Nevada),
decreases in preventable hospital use resulted in
$119.4 million in savings in 2010 alone. Almost all
of those savings ($109.2 million) came from Medi-
care patients.”” On a per-capita basis, these savings
($2,551 per patient) were greater than the payment
for membership in the medical practices (generally
$1,500-$1,800 per patient per year).2°

The five-state study also showed positive health
outcomes for these patients. In 2010 (the most
recent year of the study), these patients experienced
56 percent fewer non-elective admissions, 49 per-
cent fewer avoidable admissions, and 63 percent
fewer non-avoidable admissions than patients of tra-
ditional practices. Additionally, members of MDVIP

“were readmitted 97%, 95%, and 91% less frequently
for acute myocardial infarction, congestive heart
failure, and pneumonia, respectively.”*

A British Medical Journal study of Qliance, anoth-
er direct primary care group practice, also shows
positive results. The study found that Qliance’s
patients experienced “35% fewer hospitalizations,
65% fewer emergency department visits, 66% fewer
specialist visits, and 82% fewer surgeries than simi-
lar populations.”??

Affordable direct primary care is more than just
an option for the wealthy. In fact, two-thirds of
direct primary care practices charge less than $135
per month,?® and these lower-cost practices account
for an increasing proportion of the market. For com-
parison, cable television is projected to cost an aver-
age of $123 per month in 2015.%* Frequently, the sum
of the membership fees and an augmented insur-
ance plan—called a “wraparound” plan because it
covers costly care beyond the scope of primary care—
is lower than the cost of a comprehensive insurance
plan by itself. If the number of practices continues to
increase and compete directly for consumers, prices
will likely decline further.

Additionally, under the ACA, individuals enrolled
in a direct primary care medical home?® are required
only to have insurance that covers what is not cov-
ered in the direct primary care program. Section
10104 exempts patients who are enrolled in direct
primary care from the individual insurance mandate
for primary care services if they have supplementary

17.  Prevention quality indicators “are conditions for which good outpatient care can potentially prevent the need for hospitalization or for which
early intervention can prevent complications or more severe disease.” U.S. Department of Health and Human Services, Agency for Healthcare
Research and Quality, “Prevention Quality Indicators Overview,” http://www.qualityindicators.ahrg.gov/modules/pgi_overview.aspx

(accessed July 21, 2014).

18.  Sunny Kim, “Burden of Hospitalizations Primarily Due to Uncontrolled Diabetes,” Diabetes Care, Vol. 30, No. 5 (May 2007), pp. 1281-1282,
http://care.diabetesjournals.org/content/30/5/1281.full (accessed July 22, 2014).

19. Medicare patients comprised approximately 55 percent of the patients.

20. Andrea Klemes et al., “Personalized Preventive Care Leads to Significant Reductions in Hospital Utilization,” The American Journal of Managed

Care, Vol. 18, No. 12 (December 2012), pp. e453-e460,

http://www.ajmc.com/publications/issue/2012/2012-12-vol18-n12/Personalized-Preventive-Care-Leads-to-Significant-Reductions-in-

Hospital-Utilization (accessed July 22, 2014).
21. Ibid., p. e458.

22. Leigh Page, “The Rise and Further Rise of Concierge Medicine,” British Medical Journal, October 28, 2013, p. 2,
http://www.bmj.com/content/347/bmj.f6465 (accessed July 22, 2014).

23. Jen Wieczner, “Is Obamacare Driving Doctors to Refuse Insurance?” The Wall Street Journal MarketWatch, November 12, 2013,
http://www.marketwatch.com/story/is-direct-primary-care-for-you-2013-11-12 (accessed July 31, 2014).

24. News release, “"Average Monthly Pay-TV Subscription Bills May Top $200 by 2020,” NBD Group, April 10, 2012,
https://www.npd.com/wps/portal/npd/us/news/press-releases/pr_120410/ (accessed July 8, 2014).

25. Direct primary care practices that qualify as Patient-Centered Medical Homes under the criteria are set forth by the ACA.




BACKGROUNDER | NO. 2939
AUGUST 6, 2014

qualified coverage for other services. Individuals not
enrolled in direct primary care are required under
the ACA to have insurance that covers primary care.

Barriers to Direct Primary Care

While the direct primary care sector is growing
and attracting a larger patient base, it still remains
only a small portion of the health care market and is
burdened by a number of obstacles. One major prob-
lem is the lack of a policy consensus on direct prima-
ry care providers, specifically how the state and fed-
eral laws and regulations should treat such practices,
if at all. Certain legal issues will continue to deter
physicians from pursuing direct primary care until
they are addressed.

State Obstacles. The first major issue is wheth-
er direct primary care providers are acting as “risk
bearing entities” when providing care in exchange
for a monthly fee—and should thus be licensed and
regulated as insurers.?® Six states (Washington,
Maryland, Oregon, West Virginia, Utah, and Califor-
nia) have proposed legislation to address this regula-
tory issue. The West Virginia legislation established
a pilot program for direct pay practices, but it has
since expired.?” A California proposal that would
allow retainer practices as part of a “multipronged
approach” to health care was introduced in 2012, but
it died in that state’s Senate Committee on Health.?

Four states have enacted meaningful legisla-
tion.? In March 2012, Utah enacted a law that sim-
ply states that primary care practices are exempt
from state insurance regulations.?* Other states

have enacted more comprehensive legislation with
additional requirements ranging from limitations
on the number of patients® to required written dis-
closures for prospective patients.®?

The lack of clear state policy causes uncertainty
and hesitation for physicians looking to form direct
primary care practices. Of course, policies and
regulations will vary from state to state, but states
should create a more predictable regulatory envi-
ronment for such arrangements. States can enact
laws to clarify that direct primary care practices are
either explicitly exempt from insurance regulation
(as Utah did) or subject only to some simple, limit-
ed standards.

Federal Obstacles. At least three federal
obstacles hinder the growth of direct primary
care practices.

The ACA. The first is how direct primary care
practices work, or can work, within the framework
of the ACA and the state and federal health care
exchanges. In the ACA’s health insurance exchange
rules, the U.S. Department of Health and Human
Services (HHS) recognized that “direct primary
care medical homes are providers, not insurance
companies.”®® While this ruling is substantial, it is
far from exhaustive.

That ruling is based on a little-known provision
of the ACA that allows the Secretary of Health and
Human Services to “permit a qualified health plan
to provide coverage through a qualified direct pri-
mary care medical home plan that meets criteria
established by the Secretary.”®* To qualify, direct
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care medical home enrollment must be coupled
with a wraparound insurance plan that “meets all
requirements that are otherwise applicable.”® In
essence, the Secretary of Health and Human Servic-
es is responsible for setting the criteria that deter-
mine which direct primary care plans qualify for the
exchanges. However, the secretary has yet to estab-
lish the criteria, and HHS has given no indication of
when that may happen.

Lack of HHS criteria also hinders insurance com-
panies from creating qualified wraparound plans to
put on the exchanges. If insurance companies are
uncertain of the criteria for direct care practices,
they cannot know which benefits to supply in the
wraparound plans.

Currently, only a handful of insurance compa-
nies have attempted to embrace direct primary
care. Cigna and Michigan Employee Benefits Ser-
vice (MEBS) have created plans for employers who
choose to offer wraparound plans in conjunction
with direct primary care.?® Keiser Group is creat-
ing plans that work in conjunction with services
of MedLion, a direct primary care group.”” Even
with the rise of these plans, there is no clear time-
line for when they might be available on the health
care exchanges.

Health Savings Accounts. The second federal
obstacle is the treatment of these arrangements
under the provisions of the Internal Revenue Code
that deal with health savings accounts (HSAs). The
statute says that to be eligible for an HSA, an indi-
vidual cannot be covered under a high-deductible
health plan and another health plan “which provides
coverage for any benefit which is covered under the
high deductible health plan.”s®

In theory, this restriction could be addressed by
combining a high-deductible health plan with cover-
age for primary care through a direct primary care

practice. Even so, there would still be another issue.
The statute also specifies that funds in an HSA may
not be used to purchase insurance.*® Consequent-
ly, Congress would still need to amend the statute
either to exempt payments for direct primary care
from this restriction or to specify that such pay-
ments do not constitute payments for insurance
coverage. Given that Congress included language in
the ACA providing for integration of direct primary
care with insurance coverage offered through the
exchanges, amending the tax code’s HSA provisions
in a similar fashion should not be controversial.

Recognizing these inconsistencies, Senator
Maria Cantwell (D-WA), Senator Patty Murray (D-
WA), and Representative Jim McDermott (D-WA)
wrote a letter to IRS Commissioner John Koskinen
asking for clarification of the tax code.*°

Some Members of Congress have already
attempted to address these discrepancies in the
federal tax treatment of direct care payments. The
Family and Retirement Health Investment Act of
2013 (S. 1031), sponsored by Senator Orrin Hatch
(R-UT), would change the language of the Internal
Revenue Code to specify that direct primary care is
not to be treated as a health plan or insurance and
that “periodic fees paid to a primary care physician”
count as qualified medical care.* This bill has three
cosponsors and has been referred to the Senate
Committee on Finance. The House companion bill
(H.R. 2194), sponsored by Representative Erik Paul-
son (R-MN), has been referred to the House Sub-
committee on Regulatory Reform, Commercial and
Antitrust Law.*? If this bill became law, Americans
would have greater financial incentives to enroll in a
direct primary care practice.

Itis perfectly reasonable that direct primary care
fees should qualify as medical expenses payable
through HSAs. The fact that they do not is simply
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an artifact of the inability of the drafters of the HSA
statute to anticipate the development of new deliv-
ery and payment arrangements such as direct pri-
mary care practices.

Medicare Coverage. A third obstacle is the status
of payments for direct primary care under Medi-
care. The central issue is whether or not payment for
direct primary care violates Medicare’s current bal-
ance billing prohibition, which forbids physicians
from charging in excess of allowable rates.**

During the George W. Bush Administration, HHS
Secretary Tommy G. Thompson responded to con-
gressional inquiries by ruling that physicians are
compliant with the law as long as the monthly fees
do not contribute toward services already covered
by Medicare. Most primary care services are reim-
bursable under Medicare Part B. Consequently, cur-
rent Medicare law permits consumer payments to
direct primary care providers only for items and ser-
vices not otherwise covered by the traditional Medi-
care fee-for-service program.

This restriction makes it very difficult for Medi-
care patients seeking to engage the services of a
Medicare-participating physician directly. The HHS
Office of the Inspector General has charged at least
one physician with violating the balance billing pro-
hibition.** In 2005, the Government Accountability
Office reinforced HHS’s official position, saying that
direct primary care practices are legal only to the
extent that they comply with Centers for Medicare
and Medicaid Services (CMS) regulations.*

Yet many Medicare patients could benefit from
enrolling with direct primary care practices. Medi-
care patients would likely be more inclined to do
so if Congress eliminated current barriers and
restrictions on their ability to engage the services
of a Medicare-participating physician through a
direct primary care arrangement. Under current

law, a Medicare doctor must formally enter into a
private contract with the patient under restrictive
terms and conditions set by Medicare and drop out
of Medicare, refraining from taking all other Medi-
care patients for two years. This bizarre statutory
restriction does not apply to patients’ direct pay-
ment of physicians in any other government pro-
gram, including Medicaid.*®

The empirical evidence indicates
that patients with direct primary
care experience substantially lower
admissions, fewer emergency room
visits, and fewer hospitalizations.

In 2011, Representative Bill Cassidy (R-LA)
offered legislation (H.R. 3315) to create a pilot
program to reimburse direct primary care medi-
cal homes under Medicare. The legislation would
have allowed payments of up to $100 per person
per month for regular Medicare patients and $125
for dual-eligible patients (those covered by both
Medicare and Medicaid) and outlined the scope of
services to be provided for reimbursement eligibil-
ity.*” The bill died in committee, but Representative
Alan Grayson (D-FL) subsequently encouraged the
CMS to develop a similar pilot program using its
existing authority.*®

In the case of Medicaid, current law does not pre-
clude states from paying physicians on a retainer or
capitated basis for providing beneficiaries with pri-
mary care through a direct primary care practice.
Direct primary care practices are very close to the
“medical home” concept of primary care delivery for
beneficiaries with chronic conditions. States could
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fund special accounts with debit cards for Medicaid
patients, who could use those funds to pay the fees
of a direct primary care provider chosen by the ben-
eficiary. As noted, S. 1031 and H.R. 2194 would allow
such a Medicaid option.

States pursuing such an approach could poten-
tially reap significant Medicaid savings. The empir-
ical evidence indicates that patients with direct
primary care experience substantially lower admis-
sions, fewer emergency room visits, and fewer hos-
pitalizations. If Medicaid patients enjoyed similar
experiences, the resulting savings would direct-
ly redound to taxpayers. In fact, if the per-capita
savings were as substantial as those found in the
MDVIP study ($2,551 per person), the savings to
taxpayers could exceed the cost of a state Medicaid
account program.*’

Currently, 40 cents of every
dollar of primary care spending
goes to insurance company costs
rather than to patient benefits.

Related Issues. Some object that direct primary
care would create a two-tiered health care system in
which those who cannot afford to pay direct care fees
would be priced out of access to quality care.>® There
are several problems with this line of reasoning.

First, it fails to recognize that American health
care already is a multitiered system and that
the Affordable Care Act is not changing that fact.
Indeed, the ACA will likely harden the existing
tiers. For example, Medicaid patients already have
much more difficulty finding a doctor than those
enrolled in private insurance do, and when they
find medical care, it is frequently of poorer quality

than the care provided to patients in private cover-
age or Medicare.”

Furthermore, a single-tier program, even if it
were desirable, would invariably mean that every-
one would end up receiving worse, not better, care
over time because it would stifle innovation. If inno-
vative clinicians can provide a better option, they
should be encouraged, even if it will not immediately
be available to all. In a free market, competition will
reduce the price of goods and services over time—
sometimes rather quickly.

Second, patient cash payments are not necessarily
made to physicians in addition to patient payments
for an existing comprehensive plan. If apatient opted
for a wraparound plan instead of a comprehensive
plan, the patient could save money. Currently, 40
cents of every dollar of primary care spending goes
to insurance company costs rather than to patient
benefits.”? Eliminating the spending on insurance
for routine medical services, which passes through a
complex claims processing system, and instead pay-
ing the doctor directly would not only cost less, but
also empower the patient.

As Dr. Robert Fields, an award-winning direct
primary care physician in Maryland, has stated,
“Money is not purified by first passing through an
insurance company.”®® As long as the amount of
health care spending remains relatively constant or
declines, no one is being priced out of health care by
direct primary care.

Policymakers in particular should realize that
physicians can offer more free care to those who need
it most precisely because they have more free time
and are spending less time coping with paperwork,
claims processing, and the entire set of interactions
with health insurance companies that doctors today
must endure. Dr. Marcy Zwelling-Aamot, former presi-
dent of the American Academy of Private Physicians,
has noted that “10% of my patients do not pay me one
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dime. They receive care in exchange for offering their
time at a charitable organization in the community.”**

Less time spent dealing with third-party pay-
ments, whether in the public or the private sector,
opens up new opportunities for charity care. Dr. Rob-
ert Fields, for example, reports that he can now “vol-
unteer at a community clinic several times a month,”
something for which he did not have time before.>®
Doctors want to help their patients. Direct primary
care is a way to do so affordably and effectively, not a
means of cherry-picking wealthy patients.

A survey of over 5,000 physicians by
the Doctors Company found that 43
percent of physicians are considering
retiring within five years.

Some critics of direct primary care express con-
cern that physicians might abandon their existing
patients to start new medical practices. If a physi-
cian decides to downsize from 3,000 patients to 600,
the situation of the others is a valid concern. The
AMA recognized the potential of this problem over
a decade ago and established ethical guidelines that
require physicians undertaking direct primary care
to help former patients find new providers if they
do not wish to be part of such a practice.*® Verifying
compliance with such ethical guidelines is difficult,
but one University of Chicago survey of direct care
physicians notes that “many physicians reported
active involvement in transitioning patients to other

practitioners.... In addition, most retainer practices
are in urban areas that are not as affected by physi-
cian shortages as more rural settings.”*”

Another survey suggests that direct primary
care can improve access by “salvaging the careers of
frustrated physicians and deferring their decision
to leave practice.”®® For physicians opening direct
pay practices straight out of residency or converting
from a specialty that does not see patients long term
(e.g., emergency room), transferring patients is not
even a problem. As long as physicians adhere to the
AMA guidelines, there is no ethical concern regard-
ing patient abandonment.

Finally, some argue that the growth in direct pri-
mary care will exacerbate the existing national short-
age of primary care providers.* In essence, if doctors
are seeing fewer patients, the nationwide shortage of
access to physicians will increase. Yet direct prima-
ry care could have the reverse impact. Many of the
physicians converting to direct primary care are so
frustrated with existing bureaucratic hassles of gov-
ernment and commercial insurance that they might
retire if the direct care option is unavailable.

The retirement problem is very real. A survey
of over 5,000 physicians by the Doctors Company
found that 43 percent of physicians are consider-
ing retiring within five years.®® Contributing factors
include declining reimbursements, interference
by government and insurance companies, and the
growing bureaucratic burdens under the Affordable
Care Act.

Mark Smith, president of Merritt Hawkins, says
that physicians feel “extremely overtaxed, over-
run and overburdened.” Of physicians not retiring,

54. Marcy Zwelling-Aamot, “Further Perspectives on Concierge Medicine,” Annals of Internal Medicine, Vol. 153, No. 4 (August 17, 2010), pp. 275-276.

55. Fields, “Further Perspectives on Concierge Medicine,” p. 274.

56. Editorial, “Keeping It Ethical: Retainer Practices Have Rules and Restrictions,” American Medical News, May 3, 2004,
http://www.amednews.com/article/20040503/opinion/305039986,/4/ (accessed June 18, 2014), and Mike Norbut, “Retainer
Model Slowly Spreading to Specialties,” American Medical News, October 25, 2004, http://www.amednews.com/article/20041025/

business/310259993/6/ (accessed June 5, 2014).

57. G. Caleb Alexander, Jacob Kurlander, and Matthew K. Wynia, “Physicians in Retainer (‘Concierge’) Practice,” Journal of General Internal

Medicine, Vol. 20, No. 12 (December 2005), p. 1082.

58. Elizabeth Hargrave et al., "Retainer-Based Physicians: Characteristics, Impact, and Policy Consideration,” MedPAC, October 2010,
http://www.medpac.gov/documents/oct10_retainerbasedphysicians_contractor_cb.pdf (accessed July 15, 2014).

59. Carnahan, “Concierge Medicine,” p. 214.

60. The Doctors Company, “The Future of Health Care: A National Survey of Physicians,” February 29, 2012, p. 21,
http://www.thedoctors.com/TDC/Pressroom/CON_ID_004672?refld=FUTURE (accessed June 6, 2014).

61.  Kevin B. O'Reilly, “Will a ‘Silent Exodus’ from Medicine Worsen Doctor Shortage?” American Medical News, October 8, 2012,
http://www.amednews.com/article/20121008/profession/310089946,/1/ (accessed June 4, 2014).

10



BACKGROUNDER | NO. 2939
AUGUST 6, 2014

many are seeking research or non-clinical jobs.%? For
example, dropoutclub.com is a new network devoted
entirely to helping physicians procure jobs outside
of health care. Smith calls this “a silent exodus.”*
Allowing physicians to practice direct primary care
not only addresses the underlying problems facing
primary care practice, but also can make primary
care appealing once again to more and more physi-
cians, residents, and medical students.

Under the current third-party payment systems,
physicians are increasingly overburdened and must
see too many patients in too little time. A more
important problem is that doctors were never sup-
posed to care for 3,000 patients in the first place.
No moral imperative compels physicians to mar-
tyr themselves in service to a broken third-party
payment system.

Dr. Floyd Russak, a direct primary care inter-
nist in Colorado, argues that practicing the cur-
rent model of “inferior care” is morally wrong when
quality care can be provided affordably.’* Dr. David
Albenberg, a family physician in South Carolina,
agrees: “What’s ethical about cutting corners and
shortchanging patients in the name of efficiency
and productivity?”%® Additionally, Russak proposed
that physician’s assistants and nurse practitioners
could treat younger, healthier individuals, leaving
more experienced physicians to care for older, sicker
patients. As a result, all patients could receive com-
prehensive, quality care at a reasonable cost.

What Policymakers Should Do

Direct primary care could resolve many of the
underlying problems facing doctors and patients
in government and private-sector third-party pay-
ment arrangements. It has the potential to provide
better health care for patients, create a positive
work environment for physicians, and reduce the
growing economic burdens on doctors and patients
caused by the prevailing trends in health policy,
including implementation of the Affordable Care
Act of 2010.

The question is not whether direct primary care
should be allowed as part of the health system, but
how to enable even more direct primary care prac-
tices to flourish. In this, policymakers can play a
powerful role.

State Policy Recommendations

State legislators who want to see this innovative
approach flourish should implement free-market
policies so physicians can feel free to start a direct
primary care practice without fear of its being out-
lawed or overregulated out of existence. Specifically,
they should:

= Review, rewrite, or repeal any state law,
rule, or regulation that inhibits the growth
of direct primary care practices. For exam-
ple, Maryland limits services in a given year to
an annual physical exam, a follow-up visit, and
a number of other visits. Such arbitrary restric-
tions should be removed.®¢

m Address insurance regulation and licensure
issues. States that have not done so already
should review, and amend as necessary, their
laws governing insurance regulation and medi-
cal provider licensure so as to ensure that state
laws do not create unnecessary impediments to
the offering of direct primary care arrangements.
In the vast majority of states, physicians remain
uncertain about the potential legal complications
they could face in operating a direct primary care
practice. State lawmakers can easily end that
uncertainty, thus enabling physicians to prac-
tice with relative confidence and freeing patients
from anxiety about the security of their care.

Federal Policy Recommendations

Congress should also make reforms that clari-
fy the status of direct primary care arrangements
under the tax code and federal programs. Specifical-
ly, Congress should:
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= Reform the federal tax code to allow direct
primary care payment for services through
health savings accounts. The tax code treats
direct care membership as a form of insurance,
inhibiting individuals from opening HSAs if they
are also enrolled in a high-deductible insurance
plan. Yet HSAs would be an advantageous way for
more consumers to pay direct primary care fees,
and Congress should amend the tax code to allow
them to pay for direct primary care.

m Establish federal rules allowing medical
home services to include direct primary
care arrangements. Current law allows direct
primary care practices to be treated as medi-
cal home services if the practices meet certain
requirements. HHS is responsible for setting
these requirements but has not yet done so, effec-
tively inhibiting direct primary care.

s Change current law and allow Medicare
patients to pay doctors directly outside of
the traditional Medicare program. Congress
should remove the balanced billing limitations
that require physicians to drop out of Medicare
for two years if they accept direct payment from
Medicare beneficiaries.*”

= Encourage states to enable Medicaid patients
to pay doctors directly for routine medical
services. Congress should ensure that states
have the flexibility to allow for direct payment in
Medicaid, perhaps through establishing Medic-
aid medical accounts.

Creating a Stable Environment
for Direct Care to Flourish

Direct primary care could experience explosive
growth, driven by increased awareness, better care,
clear legislative intent to foster this mode of care,
increasing options for non-primary care fields, and

growing discontent among patients and physicians
with the current third-party payment system.

Many physicians and patients are discontented,
and they will search for other options. Physician dis-
content is reflected in arecent finding that 90 percent
of physicians are unwilling to recommend health
care to others as a profession.’® Patients are equally
disappointed with the current system. A 2014 Mer-
ritt Hawkins survey found that the average wait time
to see a family physician is 19.5 days.®® After that wait,
the average patient will actually be seen for only 7.7
minutes.”” Discontent on both sides will likely grow,
driving doctors and patients to seek alternatives.
Direct primary care is one such alternative.

The sheer increase in the number of such practic-
es—nearly 5,500 nationwide—means that more peo-
ple will likely learn about them from friends, family,
and colleagues. As more research about the effec-
tiveness of these practices is published, even more
people will learn about them.

Amending federal law could clear the way for fur-
ther expansion of direct primary care. Given that the
ACA already took a small step in that direction, it is
possible that such changes could attract bipartisan
supportin Congress. In particular, legislation to clarify
the tax status of direct primary care payment, as well
as provisions to allow Medicare and Medicaid patients
to enroll in these practices, could accelerate expan-
sion. The rapidly growing Medicare patient popula-
tion opens up new opportunities for these practices.
Because baby boomers will likely have one or more
chronic conditions, they would benefit the most from
close management under direct primary care.”

Primary care physicians are the main practitio-
ners in direct care programs. While non-primary
care providers are still a small fraction of direct
care providers, they do exist, and they have tremen-
dous potential to expand. For example, White Glove
Health, a group of nurse practitioners overseen by
doctors, is responsible for the care of nearly half a
million patients.”? Pediatricians, cardiologists, and
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other specialists are also branching out into direct
care models of practice.”

The possibilities are endless. Instead of pay-
ing higher and higher premiums and deductibles,
patients could substitute a simple monthly payment.
Doctors and other health care professionals could
group together under the direct pay format. While
insurance premiums could guarantee catastrophic
protection, which is what insurance is meant to do,

patients could receive a majority of their care, includ-
ing specialty care, as part of a monthly fee. If policy-
makers will encourage change, innovation, and com-
petition instead of just reacting to the increasingly
dysfunctional status quo, the sky is the limit.

—Daniel McCorry is a Graduate Fellow in the
Center for Health Policy Studies, of the Institute for
Family, Community, and Opportunity, at The Heritage
Foundation.
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Abstract

Insurance-based primary care has grown increasingly complex, ineffi-
cient, and restrictive, driving frustrated physicians and patients to seek
alternatives. Direct primary care is a rapidly growing form of health
care that not only alleviates such frustrations, but also goes above
and beyond to offer increased access and improved care at an afford-
able cost. State and federal policymakers can improve access to direct
primary care by removing prohibitive laws and enacting laws that en-
courage this innovative model to flourish. As restrictions are lifted and
awareness expands, direct primary care will likely continue to prolifer-
ate as a valuable and viable cornponent of the heulth care system.

ith new concerns over the effects of the Affordable Care Act

(ACA)! on access to care and continued frustration with third-
party reimbursement, innovative care models such as direct pri-
mary care may help to provide a satisfying alternative for doctors
and patients. Doctors paid directly rather than through the patients’
insurance premiums typically provide patients with same-day vis-
its for as long as an hour and offer managed, coordinated, personal-
ized care. Direct primary care—also known as “retainer medicine”
or “concierge medicine”*—has grown rapidly in recent years. There
are roughly 4,400 direct primary care physicians nationwide,* up
from 756 in 2010 and a mere 146 in 2005.%

Direct primary care could resolve many of the underlying prob-
lems facing doctors and patients in government and private-sector
third-party payment arrangements. It has the potential to provide
better health care for patients, create a positive work environment
for physicians, and reduce the growing economic burdens on doc-
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KEY POINTS

m Direct primary care is financed
by direct payment, outside of
insurance, usually in the form of
amonthly fee. In return, patients
have ready access to physicians
who deliver continuous, com-
prehensive, and personalized
primary care.

m Direct primary care resolves
the growing frustrations with
the current health care system,
particularly problems with third-
party payment, paperwork, and
government bureaucracy, expe-
rienced both by patients and by
their physicians.

m Preliminary data show excellent
outcomes for patients enrolled in
direct primary care and a reduc-
tion in health care costs.

m Policymakers should create a
legal and regulatory environment
that is less restrictive toward
direct primary care.

u [f policymakers will encourage
change, innovation, and competi-
tion instead of just reacting to the
increasingly dysfunctional status
quo, the possibilities are endless.
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narrow networks,” and frustrations and failures that
doctors and patients have experienced with third-
party reimbursement.

Before the rapid growth of employer-based
health insurance coverage in the 1940s, Ameri-
cans paid directly with cash for virtually all of their
health care. With the rise of third-party health
insurance after World War II, cash payment for
medical services declined sharply. Doctors, hospi-
tals, and other medical professionals increasingly
were reimbursed through third-party insurance,
which often provided “first dollar” coverage. Super-
ficially, this seemed to be efficient, quick, and easy,
but it had the unintended consequence of mak-
ing health care financing largely opaque. This hid
the true cost of services, leaving patients with the
false impression that their employers paid for their
medical expenses, except for the occasional co-pay,
deductible, or coinsurance.

Over time, the third-party

payment systems in both private
health insurance and public programs,
such as Medicare and Medicaid, have
become increasingly complex and
costly, less transparent, and more
economically inefficient.

This major transition in American health care
financing during the 1940s left physicians to seek
reimbursement from patients’ insurance companies.
Over time, the third-party payment systems in both
private health insurance and public programs, such
as Medicare and Medicaid, have become increas-
ingly complex and costly, less transparent, and more
economically inefficient.

In light of these mounting complexities and inef-
ficiencies, increasingly dissatisfied doctors and
patients are looking for innovative ways to deliver
and receive primary care. Direct primary care has
become a viable solution for many Americans.

Professional Decline. For many physicians, the
traditional third-party payer model is becoming
increasingly unattractive. A survey by the Physi-
cians Foundation found that most doctors are pro-
foundly dissatisfied and believe that their profession
is in decline. Among the “very important” reasons
that they give for the decline are too much regula-
tion and paperwork (79.2 percent of physicians); loss
of clinical autonomy (64.5 percent); lack of compen-
sation for quality (58.6 percent); and erosion of phy-
sician—patient relationship (54.4 percent).?

In Medicare and Medicaid, these shortcomings
are exacerbated by their outdated payment mod-
els, which routinely underpay physicians relative to
the private sector while increasing regulatory and
reporting requirements as a condition for contin-
ued participation. The Affordable Care Act has only
increased these regulatory burdens.

For a typical physician, “half of each day can be
consumed with clerical and administrative tasks,
such as completing insurance claims forms, navigat-
ing complex coding requirements, and negotiating
with insurance companies over prior approvals and
payment rates.”® The Direct Primary Care Coalition
estimates that 40 percent of all primary care rev-
enue goes to claims processing and profit for insur-
ance companies.'® A typical physician would need
7.4 hours per day to provide all of the preventive care
as determined by the U.S. Preventive Services Task
Force." Such time commitment is unfeasible when
physicians must spend several hours per day on cler-
ical work. Declining reimbursements have prompt-
ed primary care providers to see more patientsin an
attempt to maintain stable income. This means that

7. Scott Gottlieb, “The President's Health Care Law Does Not Equal Health Care Access,” testimony before the Subcommittee on Health,
Committee on Energy and Commerce, U.S. House of Representatives, June 12, 2014,
http://www.aei.org/speech/health/scott-gottlieb-the-presidents-health-care-law-does-not-equal-health-care-access/ (accessed July 18, 2014).

8. The Physicians Foundation, "Practice Arrangements Among Young Physicians, and Their Views Regarding the Future of the U.S. Healthcare
System,” 2012, http://www.physiciansfoundation.org/uploads/default/Next_Generation_Physician_Survey.pdf (accessed July 21, 2014),

9.  Robert Pearl, “Malcolm Gladwell: Tell People What It's Really Like to Be a Doctor,” Forbes, March 13, 2014,
http://www.forbes.com/sites/robertpearl/2014,/03/13/malcolm-gladwell-tell-people-what-its-really-like-to-be-a-doctor/ (accessed June 4, 2014).

10. Zamosky, "Direct-Pay Medical Practices Could Diminish Payer Headaches.”

1. Kimberly S. H. Yarnall et al., “Primary Care: Is There Enough Time for Prevention?” American Journal of Public Health, Vol. 93, No. 4

(April 2003), pp. 635-641.
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focusing on specific prevention quality indicators"”
estimated that the costs of two preventive condi-
tions (“uncontrolled diabetes without complications”
and “short-term complications”) for diabetes ranged
between $2.3 billion and $2.8 billion annually. Medi-
care or Medicaid patients accounted for 49 percent of
preventable hospital admissions in this study.'®

While detailed quantitative analysis of the effica-
cy of direct primary care is scarce, the limited exist-
ing research generally supports the value of direct
primary care practices. Researchers writing in the
American Journal of Managed Care evaluated the
cost-benefit for MD-Value in Prevention (MDVIP), a
collective direct primary care group with practices
in 43 states and the District of Columbia. For states
in which sufficient patient information was available
(New York, Florida, Virginia, Arizona, and Nevada),
decreases in preventable hospital use resulted in
$119.4 million in savings in 2010 alone. Almost all
of those savings ($109.2 million) came from Medi-
care patients.”” On a per-capita basis, these savings
(32,551 per patient) were greater than the payment
for membership in the medical practices (generally
$1,500-$1,800 per patient per year).2°

The five-state study also showed positive health
outcomes for these patients. In 2010 (the most
recent year of the study), these patients experienced
56 percent fewer non-elective admissions, 49 per-
cent fewer avoidable admissions, and 63 percent
fewer non-avoidable admissions than patients of tra-
ditional practices. Additionally, members of MDVIP

“were readmitted 97%, 95%, and 91% less frequently
for acute myocardial infarction, congestive heart
failure, and pneumonia, respectively.”?

A British Medical Journal study of Qliance, anoth-
er direct primary care group practice, also shows
positive results. The study found that Qliance’s
patients experienced “35% fewer hospitalizations,
65% fewer emergency department visits, 66% fewer
specialist visits, and 82% fewer surgeries than simi-
lar populations.”??

Affordable direct primary care is more than just
an option for the wealthy. In fact, two-thirds of
direct primary care practices charge less than $135
per month,?® and these lower-cost practices account
for an increasing proportion of the market. For com-
parison, cable television is projected to cost an aver-
age of $123 per month in 2015.2* Frequently, the sum
of the membership fees and an augmented insur-
ance plan—called a “wraparound” plan because it
covers costly care beyond the scope of primary care—
is lower than the cost of a comprehensive insurance
plan by itself. If the number of practices continues to
increase and compete directly for consumers, prices
will likely decline further.

Additionally, under the ACA, individuals enrolled
in a direct primary care medical home? are required
only to have insurance that covers what is not cov-
ered in the direct primary care program. Section
10104 exempts patients who are enrolled in direct
primary care from the individual insurance mandate
for primary care services if they have supplementary

17.  Prevention quality indicators “are conditions for which good outpatient care can potentially prevent the need for hospitalization or for which
early intervention can prevent complications or more severe disease.” U.S. Department of Health and Human Services, Agency for Healthcare
Research and Quality, “Prevention Quality Indicators Overview," http://www.qualityindicators.ahrq.gov/modules/pqi_overview.aspx

(accessed July 21, 2014).

18.  Sunny Kim, “Burden of Hospitalizations Primarily Due to Uncontrolled Diabetes,” Diabetes Care, Vol. 30, No. 5 (May 2007), pp. 1281-1282,
http://care.diabetesjournals.org/content/30/5/1281.full (accessed July 22, 2014).

19.  Medicare patients comprised approximately 55 percent of the patients.

20. Andrea Klemes et al., "Personalized Preventive Care Leads to Significant Reductions in Hospital Utilization,” The American Journal of Managed

Care, Vol. 18, No. 12 (December 2012), pp. e453-e460,

http.//www.ajmc.com/publications/issue/2012/2012-12-vol18-n12/Personalized-Preventive-Care-Leads-to-Significant-Reductions-in-

Hospital-Utilization (accessed July 22, 2014).
21. Ibid, p. e458.

22. leigh Page, "The Rise and Further Rise of Concierge Medicine,” British Medical Journal, October 28, 2013, p. 2,
http://www.bmj.com/content/347/bm;j.f6465 (accessed July 22, 2014).

23, Jen Wieczner, “Is Obamacare Driving Doctors to Refuse Insurance?” The Wall Street Journal MarketWatch, November 12, 2013,
http://www.marketwatch.com/story/is-direct-primary-care-for-you-2013-11-12 (accessed July 31, 2014).

24. News release, “Average Monthly Pay-TV Subscription Bills May Top $200 by 2020,” NBD Group, April 10, 2012,
https://www.npd.com/wps/portal/npd/us/news/press-releases/pr_120410/ (accessed July 8, 2014).

25. Direct primary care practices that qualify as Patient-Centered Medical Homes under the criteria are set forth by the ACA.
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care medical home enrollment must be coupled
with a wraparound insurance plan that “meets all
requirements that are otherwise applicable.”® In
essence, the Secretary of Health and Human Servic-
es is responsible for setting the criteria that deter-
mine which direct primary care plans qualify for the
exchanges. However, the secretary has yet to estab-
lish the criteria, and HHS has given no indication of
when that may happen.

Lack of HHS criteria also hinders insurance com-
panies from creating qualified wraparound plans to
put on the exchanges. If insurance companies are
uncertain of the criteria for direct care practices,
they cannot know which benefits to supply in the
wraparound plans.

Currently, only a handful of insurance compa-
nies have attempted to embrace direct primary
care. Cigna and Michigan Employee Benefits Ser-
vice (MEBS) have created plans for employers who
choose to offer wraparound plans in conjunction
with direct primary care.?® Keiser Group is creat-
ing plans that work in conjunction with services
of MedLion, a direct primary care group.®” Even
with the rise of these plans, there is no clear time-
line for when they might be available on the health
care exchanges.

Health Savings Accounts. The second federal
obstacle is the treatment of these arrangements
under the provisions of the Internal Revenue Code
that deal with health savings accounts (HSAs). The
statute says that to be eligible for an HSA, an indi-
vidual cannot be covered under a high-deductible
health plan and another health plan “which provides
coverage for any benefit which is covered under the
high deductible health plan.”3®

In theory, this restriction could be addressed by
combining a high-deductible health plan with cover-
age for primary care through a direct primary care

practice. Even so, there would still be another issue.
The statute also specifies that funds in an HSA may
not be used to purchase insurance.®® Consequent-
ly, Congress would still need to amend the statute
either to exempt payments for direct primary care
from this restriction or to specify that such pay-
ments do not constitute payments for insurance
coverage. Given that Congress included language in
the ACA providing for integration of direct primary
care with insurance coverage offered through the
exchanges, amending the tax code’s HSA provisions
in a similar fashion should not be controversial.

Recognizing these inconsistencies, Senator
Maria Cantwell (D-WA), Senator Patty Murray (D-
WA), and Representative Jim McDermott (D-WA)
wrote a letter to IRS Commissioner John Koskinen
asking for clarification of the tax code.*°

Some Members of Congress have already
attempted to address these discrepancies in the
federal tax treatment of direct care payments. The
Family and Retirement Health Investment Act of
2013 (S. 1031), sponsored by Senator Orrin Hatch
(R-UT), would change the language of the Internal
Revenue Code to specify that direct primary care is
not to be treated as a health plan or insurance and
that “periodic fees paid to a primary care physician’
count as qualified medical care.* This bill has three
cosponsors and has been referred to the Senate
Committee on Finance. The House companion bill
(H.R. 2194), sponsored by Representative Erik Paul-
son (R-MN), has been referred to the House Sub-
committee on Regulatory Reform, Commercial and
Antitrust Law.*? If this bill became law, Americans
would have greater financial incentives to enroll in a
direct primary care practice.

Itis perfectlyreasonable that direct primary care
fees should qualify as medical expenses payable
through HSAs. The fact that they do not is simply

*

35. Ibid.

36. Chase, "Direct Primary Care," pp. 18-19.

37. Wieczner, "Is Obamacare Driving Doctors to Refuse Insurance?”
38. 26 U.S. Code § 223(c)(MAGDCD.

39. 26 U.S. Code § 223(d)(2)(B).

40. Maria Cantwell, Patty Murray, and Jim McDermott, letter to John Koskinen, June 17, 2014,
http://media.wix.com/ugd/677d54_4f0975c488f44d4bbef4bf15a4f7{69a.pdf (accessed July 8, 2014).

41, Family and Retirement Health Investment Act of 2013, S. 1031, 13th Cong,, 1st Sess., §§ 116 and 203.

42. Family and Retirement Health Investment Act of 2013, H.R. 2194, 113th Cong., 2nd Sess. The bill has six cosponsors: Bill Cassidy (R-LA), Tom
Latham (R-IA), Thomas E. Petri (R-WI), John Kline (R-MN), David T. Roe (R-TN), and Bill Posey (R-FL).
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fund special accounts with debit cards for Medicaid
patients, who could use those funds to pay the fees
of a direct primary care provider chosen by the ben-
eficiary. As noted, S.1031 and H.R. 2194 would allow
such a Medicaid option.

States pursuing such an approach could poten-
tially reap significant Medicaid savings. The empir-
ical evidence indicates that patients with direct
primary care experience substantially lower admis-
sions, fewer emergency room visits, and fewer hos-
pitalizations. If Medicaid patients enjoyed similar
experiences, the resulting savings would direct-
ly redound to taxpayers. In fact, if the per-capita
savings were as substantial as those found in the
MDVIP study ($2,551 per person), the savings to
taxpayers could exceed the cost of a state Medicaid
account program.*’

Currently, 40 cents of every
dollar of primary care spending
goes to insurance company costs
rather than to patient benefits.

Related Issues. Some object that direct primary
care would create a two-tiered health care system in
which those who cannot afford to pay direct care fees
would be priced out of access to quality care.®® There
are several problems with this line of reasoning.

First, it fails to recognize that American health
care already is a multitiered system and that
the Affordable Care Act is not changing that fact.
Indeed, the ACA will likely harden the existing
tiers. For example, Medicaid patients already have
much more difficulty finding a doctor than those
enrolled in private insurance do, and when they
find medical care, it is frequently of poorer quality

than the care provided to patients in private cover-
age or Medicare.*

Furthermore, a single-tier program, even if it
were desirable, would invariably mean that every-
one would end up receiving worse, not better, care
over time because it would stifle innovation. If inno-
vative clinicians can provide a better option, they
should be encouraged, even if it will not immediately
be available to all. In a free market, competition will
reduce the price of goods and services over time—
sometimes rather quickly.

Second, patient cash payments are not necessarily
made to physicians in addition to patient payments
for an existing comprehensive plan. Ifa patient opted
for a wraparound plan instead of a comprehensive
plan, the patient could save money. Currently, 40
cents of every dollar of primary care spending goes
to insurance company costs rather than to patient
benefits.®® Eliminating the spending on insurance
for routine medical services, which passes through a
complex claims processing system, and instead pay-
ing the doctor directly would not only cost less, but
also empower the patient.

As Dr. Robert Fields, an award-winning direct
primary care physician in Maryland, has stated,
“Money is not purified by first passing through an
insurance company.”®® As long as the amount of
health care spending remains relatively constant or
declines, no one is being priced out of health care by
direct primary care.

Policymakers in particular should realize that
physicians can offer more free care to those who need
it most precisely because they have more free time
and are spending less time coping with paperwork,
claims processing, and the entire set of interactions
with health insurance companies that doctors today
must endure. Dr. Marcy Zwelling-Aamot, former presi-
dent of the American Academy of Private Physicians,
has noted that “10% of my patients do not pay me one

49. Klemes et al., “Personalized Preventive Care Leads to Significant Reductions in Hospital Utilization.”

50. Sandra J. Carnahan, “Concierge Medicine: Legal and Ethical Issues,” The Journal of Law, Medicine & Ethics, Vol. 35, No. 1 (Spring 2007), p. 211,
and Michael Stillman, “Concierge Medicine: A ‘Regular’ Physician’'s Perspective,” Annals of Internal Medicine, Vol. 152, No. 6 (March 16, 2010),

pp. 391-392.

51. Kevin D. Dayaratna, “Studies Show: Medicaid Patients Have Worse Access and Outcomes Than the Privately Insured,” Heritage Foundation

Backgrounder No, 2740, November 9, 2012, pp. 3-4,
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52. Zamosky, "Direct-Pay Medical Practices Could Diminish Payer Headaches.”
53. Robert P. Fields, “Further Perspectives on Concierge Medicine,” Annals of Internal Medicine, Vol. 153, No. 4 (August 17, 2010), p. 274.
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many are seekingresearch or non-clinical jobs.52 For
example, dropoutclub.com is a new network devoted
entirely to helping physicians procure jobs outside
of health care. Smith calls this “a silent exodus.”
Allowing physicians to practice direct primary care
not only addresses the underlying problems facing
primary care practice, but also can make primary
care appealing once again to more and more physi-
cians, residents, and medical students.

Under the current third-party payment systems,
physicians are increasingly overburdened and must
see too many patients in too little time. A more
important problem is that doctors were never sup-
posed to care for 3,000 patients in the first place.
No moral imperative compels physicians to mar-
tyr themselves in service to a broken third-party
payment system.

Dr. Floyd Russak, a direct primary care inter-
nist in Colorado, argues that practicing the cur-
rent model of “inferior care” is morally wrong when
quality care can be provided affordably.®* Dr. David
Albenberg, a family physician in South Carolina,
agrees: “What’s ethical about cutting corners and
shortchanging patients in the name of efficiency
and productivity?”%® Additionally, Russak proposed
that physician’s assistants and nurse practitioners
could treat younger, healthier individuals, leaving
more experienced physicians to care for older, sicker
patients. As a result, all patients could receive com-
prehensive, quality care at a reasonable cost.

What Policymakers Should Do

Direct primary care could resolve many of the
underlying problems facing doctors and patients
in government and private-sector third-party pay-
ment arrangements. It has the potential to provide
better health care for patients, create a positive
work environment for physicians, and reduce the
growing economic burdens on doctors and patients
caused by the prevailing trends in health policy,
including implementation of the Affordable Care
Act of 2010.

The question is not whether direct primary care
should be allowed as part of the health system, but
how to enable even more direct primary care prac-
tices to flourish. In this, policymakers can play a
powerful role.

State Policy Recommendations

State legislators who want to see this innovative
approach flourish should implement free-market
policies so physicians can feel free to start a direct
primary care practice without fear of its being out-
lawed or overregulated out of existence. Specifically,
they should:

= Review, rewrite, or repeal any state law,
rule, or regulation that inhibits the growth
of direct primary care practices. For exam-
ple, Maryland limits services in a given year to
an annual physical exam, a follow-up visit, and
a number of other visits. Such arbitrary restric-
tions should be removed.5¢

m Address insurance regulation and licensure
issues. States that have not done so already
should review, and amend as necessary, their
laws governing insurance regulation and medi-
cal provider licensure so as to ensure that state
laws do not create unnecessary impediments to
the offering of direct primary care arrangements.
In the vast majority of states, physicians remain
uncertain about the potential legal complications
they could face in operating a direct primary care
practice. State lawmakers can easily end that
uncertainty, thus enabling physicians to prac-
tice with relative confidence and freeing patients
from anxiety about the security of their care.

Federal Policy Recommendations

Congress should also make reforms that clari-
fy the status of direct primary care arrangements
under the tax code and federal programs. Specifical-
ly, Congress should:

62. Drew Lindsay, "Concierge Medicine," Washingtonian, February 1, 2010, http;//www.washingtonian.com/articles/health/concierge-medicine/
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other specialists are also branching out into direct
care models of practice.”

The possibilities are endless. Instead of pay-
ing higher and higher premiums and deductibles,
patients could substitute a simple monthly payment.
Doctors and other health care professionals could
group together under the direct pay format. While
insurance premiums could guarantee catastrophic
protection, which is what insurance is meant to do,

patients could receive a majority of their care, includ-
ing specialty care, as part of a monthly fee. If policy-
makers will encourage change, innovation, and com-
petition instead of just reacting to the increasingly
dysfunctional status quo, the sky is the limit.

—Daniel McCorry is a Graduate Fellow in the
Center for Health Policy Studies, of the Institute for
Family, Community, and Opportunity, at The Heritage
Foundation.

73. Norbut, "Retainer Model Slowly Spreading to Specialties.”
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SENATE HEALTH & WELFARE COMMITTEE

3:00 P.M.
Room WW54
Monday, January 19, 2015
SUBJECT DESCRIPTION PRESENTER
Welcome and Introductions Chairman Heider
Presentation High Five! Mt. Everest Challenge: Kendra Witt-Doyle,

The Blue Cross of Idaho Foundation has an
initiative called High Five, which is dedicated

to promoting healthy children through physical
activity and healthy foods. As part of the initiative
we are launching a challenge for legislators this
session, during the challenge, legislators will
receive points for being active, eating fruits and
vegetables, and drinking water. The kick-off for the
challenge will occur on January 21 in the Capitol
and the challenge will take place Jan 26 — Feb 27.
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DATE:
TIME:
PLACE:

MEMBERS
PRESENT:

ABSENT/
EXCUSED:

NOTE:

CONVENED:

MINUTES
SENATE HEALTH & WELFARE COMMITTEE

Monday, January 19, 2015
3:00 P.M.
Room WW54

Chairman Heider, Vice Chairman Martin, Senators Nuxoll, Hagedorn, Tippets,
Lee, Schmidt, and Lacey

Senator Lodge

The sign-in sheet, testimonies and other related materials will be retained with
the minutes in the committee's office until the end of the session and will then be
located on file with the minutes in the Legislative Services Library.

Chairman Heider called the Senate Health and Welfare Committee (Committee) to
order at 3:01 p.m. and welcomed the audience. He introduced Cameron Floyd as
the new Senate Page for the first six weeks of the session.

PRESENTATION: Kendra Witt-Doyle, MPH, PhD Blue Cross of Idaho Foundation Manager, gave a

PASSED THE
GAVEL:

presentation entitled "High Five! Mt. Everest Challenge." High Five was originally
designed as a statewide effort to fight childhood obesity and was the brain child of
Tim Olsen. Blue Cross of Idaho decided to expand its effort to include the 2015
Legislature. The kick-off for the challenge will occur on January 21 at the Capitol,
and the challenge will take place January 26 — February 27. The 5 week challenge
is designed to "climb" Mt. Everest. The Legislators will be able to undertake this
climb by tracking physical activity, eating fruits and vegetables and drinking healthy
amounts of water. Daily points will be accrued.

There will be 3$5,000 awards given. The winning Legislators are encouraged

to donate their prize money to the elementary school of their choice for physical
education equipment. The three top awards will go to the "Fastest Climber",
"Sherpa Endurance Climber", and "Healthy Eater." There will also be awards given
for reaching milestones; for just accepting to take the challenge, the Legislators
will be given a pedometer and a lapel pin. More information can be found on the
website at HighFiveldaho.org. (see attachment 1).

Vice Chairman Martin asked who would be participating in the challenge. Ms.
Witt-Doyle replied that this year only the Legislators would be invited to participate.
Senator Nuxoll asked how to sign up to participate. Ms. Witt-Doyle responded
that if Legislators were unable to attend the kick-off on January 21, they could

do it by email.

Chairman Heider passed the gavel to Vice Chairman Martin for rules review.

Vice Chairman Martin read a brief description of administrative rules and gave an
explanation of the role Legislators play in making rules. He indicated that it is the
job of elected Idaho Legislators to create laws. However, it is impossible to provide
for every situation and outline every detail of how those laws will be carried out.
This would turn the State Legislature into a year-round body and greatly increase
the size of the ldaho Code. Instead, in ldaho the Legislature creates statutory
frameworks for programs and policies. The administrative agency then plans out
implementation and writes rules to carry out the Legislature's intent. ldaho provides
that the State Legislature would then also review annually the rules that state
agencies had created. ldaho Legislature has been reviewing agency rules since



DOCKET NO.
16-0210-1401:

1969. He also thanked Erin, the Committee secretary, and Barbara, his secretary
for scheduling the rules being covered.

Relating to Idaho Reportable Diseases. Dr. Kathryn Turner, Chief of the Bureau
of Communicable Disease Prevention, Division of Public Health, said proposed
changes to the Idaho Reportable Diseases Chapter would improve consistency
and clarity of language throughout the chapter. This is important for health care
providers, laboratories, and others that report diseases as well as the Public
Health District staff that investigates those diseases. In addition, changes ensure
disease control measures are aligned with current public health best practice. The
changes being proposed would improve their ability to protect the public's health
throughout the State. Dr. Turner requested that the Committee adopt Docket No.
16-0210-1401. (see attachment 2)

Senator Tippets indicated that there were some duplications found on pages 23
and 24. Dr. Turner agreed that the rule should be on page 24 and would get with
the technical department to make that correction.

Senator Tippets asked about children exhibiting symptoms of a disease in a
daycare center. The rule states that they cannot attend until the disease is gone.
He asked how available the tests are and how long it will take to get the results. Dr.
Turner responded that The State of Idaho does the testing and it is a 24-48 hour
turnaround time. Two negative specimens indicate that the children are no longer
contagious. Parents can take their children to their family physician or to a central
district health facility for testing. There is no cost to the parents if they use central
district health. In the remote areas of Idaho, testing kits will be driven to the area if
they are not available.

Senator Tippets had questions regarding transferring sexually transmitted
diseases. A discussion was held regarding how far back to go when contacting
those who may have been affected by the current carrier. There is no specific time
period given in the rule. Dr. Turner indicated that each instance is different and
needs to be handled on a case by case basis. The current rule gives the flexibility
to contact as many or as few people as needed. Senator Tippets does not believe
that the rule gives the kind of flexibility Dr. Turner sees.

Senator Nuxoll asked what the reasoning was for lowering the level for lead
poisoning, and if there were studies indicating the level should be lowered. She
was particularly concerned with levels in the Idaho Panhandle area. Dr. Turner
responded that since 1992 the national standard has been .5. In the Panhandle
area it has been .10. In 2013 a survey of 275 children 6 months to 9 years old was
taken and approximately 10 children had a level of .5 or above. One child had a .10
level. Lowering the level will make it possible to catch all children who are infected
and to educate parents on how to keep them safe.

Senator Nuxoll asked if the children were tested without the parents' consent. Dr.
Turner indicated that normally lead poisoning is discovered on a regular pediatric
or well baby visit. The provider or the lab gets back to the health department when
lead poisoning occurs. The health department contacts the doctor and the parents
to find the cause and to educate them on lead poisoning. They immediately take
steps to find and remove the cause. There is no invasive investigation.

Senator Nuxoll asked what happens to the children when their levels are too high.
Dr. Turner said it depends on how high. If the level is very high, medication will
be given. Steps are taken to remove the problem and a retest is done in about 3
months. Usually by then the level has dropped.
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Chairman Heider asked about the reporting time of 1 or 3 days. He also wondered
how people determine symptoms. Dr. Turner stated that most of the time the
reporting dates are based on the impact to the public. Very transmittable diseases
need to be caught as soon as possible. Generally, reporting time is based on
impact to the public not necessarily the infected person. After symptoms have been
diagnosed by a doctor, it is the doctor's responsibility to report the infection to the
state agencies. They work together to stop further infection. Chairman Heider
asked if the Department goes out and finds the people who have come in contact
with the infected person. Dr. Turner responded that it depends on the disease.
The contact group can sometimes be quite large and other times it may only involve
immediate family. The scope is very broad and disease detectives are used to help
contain the infection.

Senator Schmidt asked if there was a statutory change that prompted the change
in the rules. Dr. Turner indicated that there was no statutory change. Under the
rules the State can determine which diseases need to be reported based on what is
happening in Idaho.

Senator Schmidt wondered if there was an additional cost for this increased focus
on these types of diseases. Dr. Turner responded that the cost is very small
because there will only by about 2 reports every 10 years.

Senator Lee said that she has no problem with necrotizing fasciitis being added to
the list of diseases. She asked if it was reported before under a different section.
Dr. Turner said it has been reported before under the term invasive streptococcal
infection. The change in reporting is to take out any vagueness so the reporting is
more black and white. Senator Lee asked if there could be a clarification made
on rheumatic fever on the chart on page 34. Dr. Turner responded that she will
have the technical change made.

Chairman Heider moved that Docket No. 16-0210-1401 be approved. Senator
Nuxoll seconded the motion. The motion carried by voice vote. .

Food Safety and Sanitation Standards for Food Establishments: Patrick
Guzzle, MA, MPH, REHS, Idaho Food Protection Program Manager, Idaho
Department of Health and Welfare, stated that he was approached by Jeff
Schroeder, Executive Director of ldaho Hunters Feeding the Hungry, and by
representatives from the ldaho Food Bank about a rule that would sanction the
donation of legally harvested, wild game meat to be donated to the Idaho Food
Bank. Currently there are no rules that prohibit or allow said practice. The dilemma
was that both parties were willing and open to having such a rule. He worked with
Idaho Hunters Feeding the Hungry and the Idaho Food Bank to draft the proposed
language for the rule. At a public hearing on October 14, 2014, no opposition to
the rule was expressed. Those in attendance were in full support. Mr. Guzzle
requested that the Committee approve Docket No. 16-0219-1401.

Senator Nuxoll stated that she is aware of a problem with donating farm animal
meat to the food banks because they must have USDA inspection first, and that
isn't possible in many areas. Is there anything that can be done in Idaho to alleviate
this problem? Mr. Patrick said that beef, poultry, pork, lamb and goats fall under
UDSA restrictions. Game animals are not in the same classification. Idaho does
not have inspection authority. He indicated that if Idaho had any inspection rules

in the future, they would have to be at least as stringent as the federal rules.
Senator Hagedorn asked if he had asked the Fish and Game Department to see
if they had any problem with it. Mr. Patrick indicated that they had helped with
the language of the rule.
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Senator Schmidt raised a question concerning custom exempt facilities. Mr.
Patrick explained that those types of facilities are authorized to butcher, but can
only return the meat to the original owner. Senator Schmidt asked where road-kill
applies. Mr. Patrick referred back to the term legally harvested and indicated that
if the Fish and Game Department deemed the animal legally harvested, it would
qualify under the rule. Senator Lee questioned the labeling of donated meat and
meat that possibly had been in the refrigerator for a number of years and then
donated. She asked if one label or two would be required. Mr. Patrick responded
that one would be enough. The date just signaled to the inspector whether it was
used for private use or donated use.

Senator Tippets asked Mr. Patrick to compare the risk of domestic game versus
wild game. Mr. Patrick stated that the risk should be relatively low. When
customers come to the food bank, they are allowed to choose whether to buy
domestic meats or wild game. Information has been provided that if cooking
temperatures are over 165 degrees all infections will be eliminated. This is for the
protection of both the State and the hunter. (see attachment 3).

Senator Nuxoll moved that Docket No. 16-0219-1401 be approved. Senator
Schmidt seconded the motion. The motion carried by voice vote.

Relating to Idaho Radiation Control Rules: Dr. Christopher Ball, Ph.D., HCLD
(HBB), Chief of the Bureau of Laboratories, presented two docket additions. The
first is Docket No. 16-0227-1402, a chapter rewrite of the Idaho Radiation Control
rules, which begins on page 8 of the Pending Fee Rules Review Book. The second,
Docket No. 16-0227-1401 is a repeal of the existing chapter and it is located on
pages 58 and 59 of the Pending Rules Review Book. Dr. Ball asked for approval of
this docket (see attachment 4).

Senator Tippets had a question in regard to who pays the fees in relation to the
x-ray machines. Is it the owner or the lease holder? Dr. Ball indicated that the
intent of the rule is for whoever owns and operates the machine to be the person
who is required to license it. Dr. Ball stated that the person who will be paying the
fee is the one who fills out the licensor application on behalf of a facility where
the machine is located. Senator Tippets suggested that the rule be rewritten

to clarify this definition.

Senator Tippets questioned the differences in renewal cycles for industrial
facilities verses hospitals. Dr. Ball said that industrial facilities are usually used for
manufacturing. The x-ray machines are completely shielded and greatly reduce the
amount of radiation workers are exposed to. The risk of exposure in dental offices
is lower than in hospitals. Senator Tippets also requested that the renewal times
for fees be more clearly stated in the rule. Dr. Ball said he will recommend that
the changes be made.

Senator Nuxoll asked if Dr. Ball knew what other kinds of machines were licensed.
She also asked what cost is passed on to the consumers. Dr. Ball responded that
the most common type of licensing was for dental offices and the cost for one
machine is $150 every four years. There are a number of provisions to assist
hospitals. One is designed for very large systems such as St. Luke's. A facility will
have a radiation control program that monitors the use of these machines. They
may choose to pay a $1,000 fee as long as they send in reports that are developed
particularly for the radiation control program. For example, St. Luke's could have
a license for the entire facility not each individual clinic. This would result in
substantial savings to a very large institution thus minimizing the cost to patients.
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Senator Nuxoll asked about the misuse of radiation. Dr. Ball said that there are

complaints of over exposure but they are very hard to track because the system is
paper based. Their department is asking to go to an electronic monitoring system
which would make tracking much easier.

Senator Hagedorn expressed concerns about State regulations relating to
radiation exposure. He is uncomfortable signing off on something that the
Legislature doesn't have control over. There could be a large delta between what
they see, and who actually has the documents in their possession. He asked Dr.
Ball what the procedure would be for his organization to present the necessary
information to the Legislature. Dr. Ball indicated that they would work out a mutual
plan for relaying information. He stated that their agency would certainly monitor
changes to make sure that they were appropriate for inclusion or exclusion in the
rules. His agency would be open to doing whatever the Legislature asked to make
them comfortable with signing off on the rules.

Chairman Heider asked Dr. Ball's opinion on licensing radiologists (which Idaho
has resisted doing up to this point) versus licensing the machines those same
radiologists use. Dr. Ball responded that they aren't mandated to personnel
operating the machines, only the machines themselves. They are concerned with
ensuring that the devices are operating properly to obtain minimal risk to users.
Chairman Heider asked Dr. Ball what his opinion was on whether the State should
be moving toward licensing the operator of the x-ray machines. Dr. Ball said that
speaking for himself, and not the Department of Health and Welfare (Department),
there could be advantages to licensing operators; but at what cost? Part of the
accreditation process requires operators to meet certain criteria. His major concern
is for rural areas where small, but very needed, dental offices can't afford more cost
above the cost of the machine itself. There is probably a need for more evaluation
concerning this subject.

Senator Schmidt referenced page 14 § 5304, which refers to operator qualifications
having an "acceptable amount of training." In the rural areas, who would approve
the acceptable amount of training? Dr. Ball said the assumption is made that the
dentist, through his training, has the appropriate qualifications to provide adequate
training and to document the practices he uses for risk management in his own
facility. Senator Schmidt asked how this would be handled if the machine is
leased or if the business was run by a large corporation. Dr. Ball indicated that
the owner/operator is in charge of the x-ray device and is the one determining
what protocols, procedures, and training is in place to meet the requirements.
Documentation of the training would be provided when on-site checks are made.

Senator Hagedorn questioned the fiscal note on page 3 relating to the proposed
increase in licensure fees to the Department by approximately $72,000. He asked
what the Department receives in fees currently. Dr. Ball stated that they receive
none. Their funding comes from two sources, the General Fund and a contract with
Federal Drug Administration. Such contract is for inspection of mammography
devices to ensure that they comply with quality standards of the statutory mandate.
By moving to a one time registration fee, it would enable their department to make
sure all licensing and records are current.

Senator Hagedorn questioned what percentage of their budget the $72,100 would
equate to. Dr. Ball answered by explaining their funding structure in 2014. Total
expenditures were $172,300. Seventy-four percent of that came from the General
Fund and $45,000 came from the contract with the FDA. Expenditures were
allocated and 94 percent went to personnel costs, and the operating budget was

6 percent of the $172,300. They are anticipating that the change of going to this
one time registration process is going to increase their operating expenses while
personnel expenses will stay very similar. One of the things they have tried to do is
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roll out their licensure process in cycles so that they can do an on-site investigation
or remote investigation of all of the x-ray devices within the renewal period of that
licensure. They are anticipating that the people signing up and paying their fees
will see some value to the license fees they are being assessed. This will increase
infrastructure costs. They are also looking for a way to continue following up with
the pilot project used in dental offices using a remote program done through the
mail. A stable funding source will allow support for ongoing costs and the remote
evaluation process. This will ensure that all of the x-ray devices are functioning

properly.

Senator Schmidt stated that he was impressed with Dr. Ball's testimony and
appreciates that his Department is willing to be accountable for this system.

Senator Nuxoll has an issue with licensing a machine and added cost to the
customer. She does not approve of the rule.

Senator Hagedorn also has an issue with approving a rule without having
knowledge of what is in the documents and not having control over them. He does
not approve the rule.

Senator Tippets asked Dr. Ball what the consequences were of rejection of this
rule. Dr. Ball stated that if this rule is not approved he would ask that Docket No.
16-0227-1401 be not approved as well. His biggest concern is that the current
system isn't compliant with the statutory mandates.

Senator Tippets made the comment that he has worked with these types of
machines and they require trained persons and documented facilities. He disagrees
with Senator Nuxoll's statement of non-approval and understands Senator
Hagedorn's point of view regarding control. He expressed that many people don't
have the expertise to understand all of the rules and regulations concerning x-ray
machines and feels that the Committee has to trust the experts. For that reason, he
supports this rule.

Vice Chairman Martin asked the Secretary to take the roll call vote. Senators
Heider, Martin, Tippets, Lee, Schmidt voted aye. Senators Nuxoll, Hagedorn
voted nay. Roll call is 5 ayes and 2 nay votes. Docket No. 16-0227-1402 has
passed the Committee.

Vice Chairman Martin asked Dr. Ball to proceed with Docket No. 16-0227-1401.
Senator Schmidt requested for motion.

Vice Chairman Martin asked for a vote on Docket No. 16-0227-1401. Senator
Schmidt moved to approve Docket 16-0227-1401. Senator Tippets seconded

the motion. Voice vote carried the motion and Docket 16-0227-1401 passed the
Committee. Vice Chairman Martin thanked Dr. Ball for his testimony.
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PASSED THE
GAVEL.:

ADJOURNED:

Eligibility for Health Care Assistance for Families and Children: Camille
Schiller, Program Manager for Medicaid Eligibility in the Department of Health
and Welfare, Division of Welfare, stated that this docket covers three items that
are needed for clarification when determining eligibility for the Medicaid program
and to align with federal regulations. The first item revises the definition for
parents/caretaker relatives to read "child" instead of "dependent child." The second
item describes parents' and caretaker relatives' Medicaid coverage. The word
"adult" is being changed to "individual" to allow for parents who may still be minors
to receive Medicaid under the parent eligibility group. The final item concerns

the eligibility period for individuals determined presumptively eligible by qualified
hospitals. Ms. Schiller asked to have this rule approved. (see attachment 5).

Chairman Heider moved for approval of Docket No. 16-0301-1401.. Senator
Schmidt seconded the motion. Motion passed by the Committee.

Rules Governing Eligibility for Aid to the Aged, Blind and Disabled (AABD):
Camille Schiller, Program Manager for Medicaid Eligibility in the Department of
Health and Welfare, Division of Welfare, stated that this docket covers two changes
being requested for individuals receiving Nursing Home Assistance or Home and
Community Based Services through Medicaid and their financial responsibility
referred to as their "Share of Cost." The first request is to add to the list of allowable
deductions that can be made to the customer's share of cost calculation. There is
no fiscal impact to the General Fund. The second change is in regards to patients
who enter the nursing home and seek Medicaid coverage to help pay for these
expenses. The annual fiscal impact for this change is a total of $161,058 of State
funding. Ms. Schiller asked to have this rule approved. (see attachment 6).

Senator Hagedorn asked about partial month payments. Ms. Schiller stated that
the way the rule is currently written they would not be responsible for their share
during a partial month.

Senator Schmidt indicated that the rule doesn't read well as to whom and when
benefits will be paid. Ms. Schiller clarified that benefits are only paid to the
person living in the home. She indicated that the wording would be changed to
accommodate the new rule for cost billing thereby clarifying the statement.

Senator Schmidt asked about clarity on when patients actually begin receiving
benefits. Ms. Schiller said that to receive benefits patients have to actually be
living in the long term care facility, and their shared cost benefits would kick in after
they had been there for a number of months. Senator Schmidt suggested that the
wording state that the benefits are received while they are living in the long term
care facility.

Senator Lee asked if there were other benefits patients receive when they live in a
long term care facility that are not inclusive of them residing there. Ms. Schiller
replied that these are basic Medicaid payments that the Department is paying.

Senator Schmidt said he would approve this docket with the edit discussed earlier.
Motion seconded by Chairman Heider. Docket No. 16-0305-1401 passed by
voice vote.

Vice Chairman Martin passed the gavel back to Chairman Heider.

There being no further business, Chairman Heider adjourned the meeting at 4:56
p.m.
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Docket 16-0210-1401Talking Points
Dr. Kathryn Turner
Chief, Bureau of Communicable Disease Prevention

Mister Chair, members of the committee, thank you for the opportunity to testify
today. My name is Dr. Kathryn Turner. | am Chief of the Bureau of Communicable
Disease Prevention within the Division of Public Health. | am here today to present
docket number 16-0210-1401, pending rules titled, “Idaho Reportable Diseases.” This
docket is located behind tab 7 in your binders.

The intent of the changes being proposed to the Idaho Reportable Disease Rules
is to provide clarification to language throughout the chapter, ensure disease control
measures are consistent with current disease control and prevention practices, and to
address specific topics in disease monitoring and control, which | will briefly outline.

First, we want to update chapter language to increase clarification and
consistency. To do this, we are proposing small changes in the Definitions sections to
clarify Chapter terminology. We are also proposing changes within the disease-specific
sections, intended to provide clarification regarding activities that might be undertaken
as part of public health investigations. For instance, to align disease control activities
with evidence-based practices for enteric diseases like E. coli and Salmonella, changes
proposed improve consistency in how follow-up testing results should be interpreted
and when it is safe for a person who has been sick to return to work, school, or daycare
without the risk of spreading the disease to others.

Secondly, the pending rule adds one infection to the list of diseases that must be
reported to public health agencies in 2015. Echinococcosis is a parasitic disease that is
caused by infection with Echinococcus, a tiny tapeworm. These tapeworms are one of
many disease-causing organisms in our environment that people might come into
contact with while enjoying ldaho outdoor activities, like hunting. While it is our
understanding that Echinococcosis in Idaho is rare, standardizing the reporting of the
infection when it occurs in people will help us better describe the disease and identify
risk factors for infection so we can target prevention messages to Idahoans who might
be at risk.

Lastly, we are proposing changes to some disease-specific control activities. One
change is to reduce the level of lead found in children’s blood that must be reported.
The current reportable blood lead level in Idaho is 10 micrograms per deciliter of blood
in both children and adults. At the time the current level was approved in rule in 1992,
there was clear evidence that adverse health effects occurred at those levels. Since
then, important new studies have shown a relationship between adverse health effects
and lower levels of lead in the blood. The bottom line is that there isn't really any safe
level of lead in our bodies; it builds up in soft tissue like our kidneys, liver, and brain and
is stored in the bones of our body, including teeth.



Lead is particularly toxic to children's developing nervous systems. At biood
levels lower than 10 micrograms per deciliter, children suffer mental and developmental
impairments leading to poor outcomes such as poor school performance, a lower IQ,
impaired hearing, and reduced growth. As these children grow into adulthood, they are
at increased risk for high blood pressure and cardiovascular-related death, decreased
kidney function, and a type of tremor affecting the hands.

For these reasons, we are proposing to change the reportable level of blood lead
in children to 5 micrograms per deciliter of blood. By doing so, we can identify children
who have been exposed to lead earlier than we currently do and work with doctors and
parents to determine where the children might have been exposed, and educate
parents how to reduce their immediate exposure, and how to prevent future exposures.

We are proposing additional specific changes to three other diseases. These
changes consist of clarifying that necrotizing fasciitis is included in the streptococcal
disease infections that must be reported to public health, specifying that infections with
free-living amoebae, in addition to the specific parasite Entamoeba histolytica, should
be reported under the reportable condition amebiasis, and simplifying language about
work exclusions during infection with Norovirus.

In summary, the proposed changes to the ldaho Reportable Diseases Chapter
will improve consistency and clarity of language throughout the chapter. This is
important for health care providers, laboratories, and others that report diseases as well
as the Public Health District staff that investigate those diseases. In addition, changes
ensure disease control measures are aligned with current public health best practice.
The changes are being proposed will improve our ability to protect the public’'s health
throughout the state. | ask for the committee’s approval of these chapter changes and
stand for questions.
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I was approached about one year ago by Jeff Schroeder, Executive Director of Idaho Hunters
Feeding the Hungry about a rule that would sanction the donation of legally harvested, wild
game meat to the Idaho Foodbank. | was also contacted by representatives from the Idaho
Foodbank who indicated that their partner networks of pantries would be interested in a rule
that would allow for this kind of donation.

At the time, there were no rules or policies that prohibited the practice, but neither was there a
rule that expressly allowed the practice. This presented a bit of a dilemma as there was an
organization wanting to help donate legally harvested game meat (Idaho Hunters Feeding the
Hungry) and organizations willing to accept that donation {food pantries) but the rules were,
essentially, silent on the issue.

| researched what other states allow and | worked with Idaho Hunters Feeding the Hungry and
the Idaho Foodbank to draft the language that you have in your rule booklet.

| had a public hearing on October 14. There was no opposition expressed at that meeting and,
in fact, the testimony that was received during that meeting was in full support of this proposed
rule.
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[Mr/Madam] Chair, members of the Committee, I’'m Dr. Christopher Ball, Chief of the Bureau of
Laboratories and it is a pleasure to present two companion dockets for your consideration and
adoption this [afternoon/morning]. The first docket is 16-0227-1402, a chapter rewrite of the
Idaho Radiation Control rules, which begins on page 8 of your Pending Fee Rules Review Book.
The second, docket 16-0227-1401 is a repeal of the existing chapter and it is located on pages
58 and 59 of your Pending Rules Review Book.

Prior to discussing docket 16-0227-1402, | would like to provide you with a very brief summary
of the Idaho Radiation Control Program that is housed in the Bureau of Laboratories’ Lab
Improvement Section. As required by current rule, the Radiation Control program maintains a
register of nearly 1600 facilities that utilize x-ray machines in Idaho.

Ninety-three percent (93%) of registered facilities utilize x-ray machines for diagnostic imaging
of people and animals. Of those, the greatest proportion (45%) is dental offices, followed by
medical, chiropractic, and veterinary practices. Other uses for registered x-ray machines are in
industrial and academic settings.

The Radiation Control Program is staffed by two Radiation Physicists who work to ensure that
both patients and health care workers are not being overexposed to x-ray radiation. To do this,
they perform about 300 onsite facility inspections every year. During these inspections they
verify the identity of registered x-ray machines, test the operating parameters of the
instrument, evaluate the diagnostic image quality, assess the adequacy of the shielding, and
document the safety protocols, qualifications, and training of staff operating x-ray producing
devices.

In March of last year, the Program came under new management and special attention was
placed on evaluating the current state of the Program to identify opportunities for
improvement. Several performance improvement projects were identified. Examples of
ongoing projects include: converting paper files into an electronic record keeping system;
adjusting staff travel schedules; incorporating new field instrumentation to maximize
productivity; assessing the utility of a dental x-ray evaluation by mail process; comparing our
current rules and practices with our statutory mandates; and identifying new opportunities for
outreach to the regulated community to provide guidance for the safe operation of x-ray
devices.

Turning to page 11, the most striking change in the pending fee rule is that 68 pages of
technical information from the Council of Radiation Control Program Director’s Suggested State
Regulations has been incorporated by reference, noting the Idaho specific exclusions where
applicable. This incorporation substantially reduces the size and annual publication costs of
the rule [78p x $56 = $4,368 vs. 10p X $56 = $560] while improving its organization, readability
and usefulness.

When comparing our current rules and practices with our statutory mandates we discovered
inconsistencies that needed to be remedied. As stated previously, our current rules require us
to register facilities and x-ray machines. Idaho code requires that “the board of health and
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welfare shall provide, by rule, for general or specific licensing of x-ray producing machines” [I.C.
53-1043). We brought this discrepancy to the attention of our Deputy Attorney General and he
concluded that registration and licensing are not legally synonymous. A license grants
permission to do something, whereas, registration is making a list of who is doing it. With this
information, it became imperative that we rewrite our rules to comply with our mandate.

If you turn to page 13, Sections 50 through 53, outline the x-ray licensing process, propose
licensing fees and renewal periods, and list the application requirements. The transition from a
one-time registration process to maintaining an ongoing licensure program will substantially
increase the operating costs of the Radiation Control Program. Idaho is one of only a few states
that do not charge x-ray licensing fees, and rather than asking for additional state general funds
to bolster the Program, we are proposing to charge reasonable fees to offset the new
administrative and technical costs associated with licensure. The proposed fees are
substantially less than surrounding states and should generate enough receipts to cover the
new costs to the program.

Given the scale of change proposed in this pending fee rule, we elected to utilize the negotiated
rulemaking process to solicit assistance and comments in re-writing these rules. The Bureau
hosted two in-person meetings and two statewide conference calls but had no response.
Because we had no involvement in our negotiated rulemaking, we sent letters soliciting
feedback and copies of the pending rule to the Idaho Dental, Medical, Veterinary, Chiropractic,
and Hospital Boards and Associations, Regional Medical Centers, and Academic Institutions.
We have received comments from the Boards of Dentistry, Medicine and Veterinary Medicine
and none were opposed to the proposed rules. All three of the Boards expressed some concern
about the documentation required to meet the operator qualifications, safety, radiographer
training and quarterly audit requirements listed on pages 14-16 in sections 53-04 through 53-
06.

It is important to note that these training, safety, and auditing requirements have been in effect
since 1998, but were difficult to find within the lengthy and complex information that was
republished from the Suggested State Regulations. The comments from these three boards
highlight that the rewritten docket has truly improved the clarity of the rules. This also
provided the Program with an excellent opportunity to offer technical assistance and outreach
to Idaho’s x-ray community. To this end, we have started working with the Board of Veterinary
Medicine to develop training and documentation templates that may be appropriate for their
membership. In fact, our Laboratory Improvement Manager will be attending the January 26th
Board of Veterinary Medicine meeting to discuss these requirements with the board and
provide some examples of how the requirements may be met.

I will conclude my formal remarks by thanking you for the opportunity to speak on behalf of the
State Lab and respectfully ask that you approve this docket.

At this time, | stand available for questions.
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Mr. Chairman and members of the committee, thank you
for the opportunity to come before you today.

| am Camille Schiller, Program Manager for Medicaid
Eligibility in the Department of Health and Welfare,
Division of Welfare.

| will be presenting Docket Number 16-0301-1401
beginning on page 60 of your Health and Welfare Pending
Rules Review book.

Pause

This docket covers three items that are needed for
clarification when determining eligibility for the Medicaid
program and to align with federal regulations.

The first item in this docket revises the definition for
parents/caretaker relatives to read “child” only, instead of
“‘dependent child”. ...... Because other areas of eligibility
for Medicaid refer to the determination of who is a “tax
dependent’, .....this change will add clarity to this section
of the definitions.

The guidance around who is considered an eligible child
for parents and caretaker relatives is not altered with the
change.

The second item in this docket describes parents and
caretaker relatives' Medicaid coverage. The word "adult"



is being changed to "individual" to allow for parents who
may still be minors to receive Medicaid under the parent
eligibility group. This will ensure consistent and adequate
coverage for minor parents and children needing
Medicaid.

The final item in this docket concerns the eligibility period
for individuals determined presumptively eligible by
qualified hospitals.

The Federal Regulations state that a person who has
been determined to be “presumptively eligible” may
continue to be eligible through the month AFTER the
month of initial application or until a final eligibility decision
has been made by the Department.

This change will clarify language and bring these rules into
alignment with federal regulations.

No negotiated rulemaking was done, because these rules
are aligning with federal regulations and are of a simple
nature

| ask you to approve this Pending rule as Final.

This concludes my presentation and | stand for questions.
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Mr. Chairman and members of the committee, thank you for the opportunity to
come before you today.

I am Camille Schiller, Program Manager for Medicaid Eligibility in the
Department of Health and Welfare, Division of Welfare’s Self Reliance program.

I will be presenting docket 16-0305-1401 found on page 74 of your Pending
Legislative Rules book.

This docket covers two changes that are being requested in the section of the rules
regarding patient liability for individuals receiving Nursing Home Assistance or
Home and Community Based Services through Medicaid and their financial
responsibility towards their cost of care referred to as their “Share of Cost”.

The first request is to add to the list of allowable deductions that can be made to
the customer’s share of cost calculation. This is guidance that is put forth by the
Code of Federal Regulations however the rules in this section of IDAPA do not
spell out the allowance given for incurred medical expenses that are not covered by
Medicaid. It is being requested that this provision be added to the rules while also
putting clarification around the types of expenses that are allowed. The term
“medically necessary” is also included in this rule and that term is defined in
section 16.03.18 Medicaid Cost Sharing.

There is no fiscal impact to the state general fund, or to any other fund, as this rule
will align with other sections of IDAPA that already allow these expenses.

The second change that is being requested is in regards to patients who enter the
nursing home and seek Medicaid coverage to help pay for these expenses.

The current rule states that those entering a nursing home are assessed a share of
cost when they have resided in the nursing home for one full calendar month. For
example, if a patient enters the Nursing Home on December 10th they would be
charged their “Share of Cost” on January 1st when the facility does their billing. If
the patient later leaves the home mid-month in January, the patient’s share of cost
is not valid since they did not stay the full calendar month. The facility must re-
bill with actual costs for the month and issue a refund to the patient for their Share
of Cost.



While it would be ideal if all patients entered on the first of the month and stayed
for the entire month for bookkeeping purposes, the reality is that many customers
enter and exit the nursing home throughout the month. The change of this rule will
allow patients to pay for their Share of Cost only AFTER they have resided in a
nursing home for one full calendar month. In the example stated before, there
would no cause for refunds because the patient was not in the home for the entirety
of either of the months of December or January. If the patient continued residence
in the nursing home, they would begin paying their Share of Cost on February 1st.

The anticipated annual fiscal impact for this change is a total of $161,058 (one
hundred sixty one thousand, fifty eight dollars) of State funding. This increase will
accommodate the portion of the costs for these services while the patient is in care
for partial months.... and it will alleviate costly billing processes for providers, and
refunding obstacles for patients who do not stay a full calendar month

I ask you to approve this pending rule as Final.

Thank you for your time today, I stand for questions.
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Docket 16-0210-1401Talking Points
Dr. Kathryn Turner
Chief, Bureau of Communicable Disease Prevention

Mister Chair, members of the committee, thank you for the opportunity to testify
today. My name is Dr. Kathryn Turner. | am Chief of the Bureau of Communicable
Disease Prevention within the Division of Public Health. | am here today to present
docket number 16-0210-1401, pending rules titled, “ldaho Reportable Diseases.” This
docket is located behind tab 7 in your binders.

The intent of the changes being proposed to the Idaho Reportable Disease Rules
is to provide clarification to language throughout the chapter, ensure disease control
measures are consistent with current disease control and prevention practices, and to
address specific topics in disease monitoring and control, which | will briefly outline.

First, we want to update chapter language to increase clarification and
consistency. To do this, we are proposing small changes in the Definitions sections to
clarify Chapter terminology. We are also proposing changes within the disease-specific
sections, intended to provide clarification regarding activities that might be undertaken
as part of public health investigations. For instance, to align disease control activities
with evidence-based practices for enteric diseases like E. coli and Salmonella, changes
proposed improve consistency in how follow-up testing results should be interpreted
and when it is safe for a person who has been sick to return to work, school, or daycare
without the risk of spreading the disease to others.

Secondly, the pending rule adds one infection to the list of diseases that must be
reported to public health agencies in 2015. Echinococcosis is a parasitic disease that is
caused by infection with Echinococcus, a tiny tapeworm. These tapeworms are one of
many disease-causing organisms in our environment that people might come into
contact with while enjoying Idaho outdoor activities, like hunting. While it is our
understanding that Echinococcosis in Idaho is rare, standardizing the reporting of the
infection when it occurs in people will help us better describe the disease and identify
risk factors for infection so we can target prevention messages to ldahoans who might
be at risk.

Lastly, we are proposing changes to some disease-specific control activities. One
change is to reduce the level of lead found in children’s blood that must be reported.
The current reportable blood lead level in Idaho is 10 micrograms per deciliter of blood
in both children and adults. At the time the current level was approved in rule in 1992,
there was clear evidence that adverse health effects occurred at those levels. Since
then, important new studies have shown a relationship between adverse health effects
and lower levels of lead in the blood. The bottom line is that there isn’t really any safe
level of lead in our bodies; it builds up in soft tissue like our kidneys, liver, and brain and
is stored in the bones of our body, including teeth.

H 2



Lead is particularly toxic to children's developing nervous systems. At blood
levels lower than 10 micrograms per deciliter, children suffer mental and developmental
impairments leading to poor outcomes such as poor school performance, a lower 1Q,
impaired hearing, and reduced growth. As these children grow into adulthood, they are
at increased risk for high blood pressure and cardiovascular-related death, decreased
kidney function, and a type of tremor affecting the hands.

For these reasons, we are proposing to change the reportable level of blood lead
in children to 5 micrograms per deciliter of blood. By doing so, we can identify children
who have been exposed to lead earlier than we currently do and work with doctors and
parents to determine where the children might have been exposed, and educate
parents how to reduce their imnmediate exposure, and how to prevent future exposures.

We are proposing additional specific changes to three other diseases. These
changes consist of clarifying that necrotizing fasciitis is included in the streptococcal
disease infections that must be reported to public health, specifying that infections with
free-living amoebae, in addition to the specific parasite Enfamoeba histolytica, should
be reported under the reportable condition amebiasis, and simplifying language about
work exclusions during infection with Norovirus.

In summary, the proposed changes to the Idaho Reportable Diseases Chapter
will improve consistency and clarity of language throughout the chapter. This is
important for health care providers, laboratories, and others that report diseases as well
as the Public Health District staff that investigate those diseases. In addition, changes
ensure disease control measures are aligned with current public health best practice.
The changes are being proposed will improve our ability to protect the public’s health
throughout the state. | ask for the committee’s approval of these chapter changes and
stand for questions.
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I was approached about one year ago by Jeff Schroeder, Executive Director of Idaho Hunters
Feeding the Hungry about a rule that would sanction the donation of legally harvested, wild
game meat to the Idaho Foodbank. | was also contacted by representatives from the Idaho
Foodbank who indicated that their partner networks of pantries would be interested in a rule
that would allow for this kind of donation.

At the time, there were no rules or policies that prohibited the practice, but neither was there a
rule that expressly allowed the practice. This presented a bit of a dilemma as there was an
organization wanting to help donate legally harvested game meat (Idaho Hunters Feeding the
Hungry) and organizations willing to accept that donation (food pantries) but the rules were,
essentially, silent on the issue.

| researched what other states allow and | worked with Idaho Hunters Feeding the Hungry and
the Idaho Foodbank to draft the language that you have in your rule booklet.

I had a public hearing on October 14. There was no opposition expressed at that meeting and,
in fact, the testimony that was received during that meeting was in full support of this proposed
rule.
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[Mr/Madam] Chair, members of the Committee, I'm Dr. Christopher Ball, Chief of the Bureau of
Laboratories and it is a pleasure to present two companion dockets for your consideration and
adoption this [afternoon/morning]. The first docket is 16-0227-1402, a chapter rewrite of the
Idaho Radiation Control rules, which begins on page 8 of your Pending Fee Rules Review Book.
The second, docket 16-0227-1401 is a repeal of the existing chapter and it is located on pages
58 and 59 of your Pending Rules Review Book.

Prior to discussing docket 16-0227-1402, | would like to provide you with a very brief summary
of the Idaho Radiation Control Program that is housed in the Bureau of Laboratories’ Lab
Improvement Section. As required by current rule, the Radiation Control program maintains a
register of nearly 1600 facilities that utilize x-ray machines in Idaho.

Ninety-three percent (93%) of registered facilities utilize x-ray machines for diagnostic imaging
of people and animals. Of those, the greatest proportion (45%) is dental offices, followed by
medical, chiropractic, and veterinary practices. Other uses for registered x-ray machines are in
industrial and academic settings.

The Radiation Control Program is staffed by two Radiation Physicists who work to ensure that
both patients and health care workers are not being overexposed to x-ray radiation. To do this,
they perform about 300 onsite facility inspections every year. During these inspections they
verify the identity of registered x-ray machines, test the operating parameters of the
instrument, evaluate the diagnostic image quality, assess the adequacy of the shielding, and
document the safety protocols, qualifications, and training of staff operating x-ray producing
devices.

In March of last year, the Program came under new management and special attention was
placed on evaluating the current state of the Program to identify opportunities for
improvement. Several performance improvement projects were identified. Examples of
ongoing projects include: converting paper files into an electronic record keeping system;
adjusting staff travel schedules; incorporating new field instrumentation to maximize
productivity; assessing the utility of a dental x-ray evaluation by mail process; comparing our
current rules and practices with our statutory mandates; and identifying new opportunities for
outreach to the regulated community to provide guidance for the safe operation of x-ray
devices.

Turning to page 11, the most striking change in the pending fee rule is that 68 pages of
technical information from the Council of Radiation Control Program Director’s Suggested State
Regulations has been incorporated by reference, noting the Idaho specific exclusions where
applicable. This incorporation substantially reduces the size and annual publication costs of
the rule [78p x 556 = 54,368 vs. 10p X $56 = $560] while improving its organization, readability
and usefulness.

When comparing our current rules and practices with our statutory mandates we discovered
inconsistencies that needed to be remedied. As stated previously, our current rules require us
to register facilities and x-ray machines. Idaho code requires that “the board of health and
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welfare shall provide, by rule, for general or specific licensing of x-ray producing machines” [I.C.
53-1043]. We brought this discrepancy to the attention of our Deputy Attorney General and he
concluded that registration and licensing are not legally synonymous. A license grants
permission to do something, whereas, registration is making a list of who is doing it. With this
information, it became imperative that we rewrite our rules to comply with our mandate.

If you turn to page 13, Sections 50 through 53, outline the x-ray licensing process, propose
licensing fees and renewal periods, and list the application requirements. The transition from a
one-time registration process to maintaining an ongoing licensure program will substantially
increase the operating costs of the Radiation Control Program. Idaho is one of only a few states
that do not charge x-ray licensing fees, and rather than asking for additional state general funds
to bolster the Program, we are proposing to charge reasonable fees to offset the new
administrative and technical costs associated with licensure. The proposed fees are
substantially less than surrounding states and should generate enough receipts to cover the
new costs to the program.

Given the scale of change proposed in this pending fee rule, we elected to utilize the negotiated
rulemaking process to solicit assistance and comments in re-writing these rules. The Bureau
hosted two in-person meetings and two statewide conference calls but had no response.
Because we had no involvement in our negotiated rulemaking, we sent letters soliciting
feedback and copies of the pending rule to the Idaho Dental, Medical, Veterinary, Chiropractic,
and Hospital Boards and Associations, Regional Medical Centers, and Academic Institutions.
We have received comments from the Boards of Dentistry, Medicine and Veterinary Medicine
and none were opposed to the proposed rules. All three of the Boards expressed some concern
about the documentation required to meet the operator qualifications, safety, radiographer
training and quarterly audit requirements listed on pages 14-16 in sections 53-04 through 53-
06.

It is important to note that these training, safety, and auditing requirements have been in effect
since 1998, but were difficult to find within the lengthy and complex information that was
republished from the Suggested State Regulations. The comments from these three boards
highlight that the rewritten docket has truly improved the clarity of the rules. This also
provided the Program with an excellent opportunity to offer technical assistance and outreach
to Idaho’s x-ray community. To this end, we have started working with the Board of Veterinary
Medicine to develop training and documentation templates that may be appropriate for their
membership. In fact, our Laboratory improvement Manager will be attending the January 26th
Board of Veterinary Medicine meeting to discuss these requirements with the board and
provide some examples of how the requirements may be met.

I will conclude my formal remarks by thanking you for the opportunity to speak on behalf of the
State Lab and respectfully ask that you approve this docket.

At this time, | stand available for questions.
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Mr. Chairman and members of the committee, thank you
for the opportunity to come before you today.

| am Camille Schiller, Program Manager for Medicaid
Eligibility in the Department of Health and Welfare,
Division of Welfare.

| will be presenting Docket Number 16-0301-1401
beginning on page 60 of your Health and Welfare Pending
Rules Review book.

Pause

This docket covers three items that are needed for
clarification when determining eligibility for the Medicaid
program and to align with federal regulations.

The first item in this docket revises the definition for
parents/caretaker relatives to read “child” only, instead of
“dependent child”. ...... Because other areas of eligibility
for Medicaid refer to the determination of who is a “tax
dependent’, .....this change will add clarity to this section
of the definitions.

The guidance around who is considered an eligible child
for parents and caretaker relatives is not altered with the
change.

The second item in this docket describes parents and
caretaker relatives' Medicaid coverage. The word "adult"



is being changed to "individual" to allow for parents who
may still be minors to receive Medicaid under the parent
eligibility group. This will ensure consistent and adequate
coverage for minor parents and children needing
Medicaid.

The final item in this docket concerns the eligibility period
for individuals determined presumptively eligible by
qualified hospitals.

The Federal Regulations state that a person who has
been determined to be “presumptively eligible” may
continue to be eligible through the month AFTER the
month of initial application or until a final eligibility decision
has been made by the Department.

This change will clarify language and bring these rules into
alignment with federal regulations.

No negotiated rulemaking was done, because these rules
are aligning with federal regulations and are of a simple
nature

| ask you to approve this Pending rule as Final.

This concludes my presentation and | stand for questions.
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Mr. Chairman and members of the committee, thank you for the opportunity to
come before you today.

[ am Camille Schiller, Program Manager for Medicaid Eligibility in the
Department of Health and Welfare, Division of Welfare’s Self Reliance program.

I will be presenting docket 16-0305-1401 found on page 74 of your Pending
Legislative Rules book.

This docket covers two changes that are being requested in the section of the rules
regarding patient liability for individuals receiving Nursing Home Assistance or
Home and Community Based Services through Medicaid and their financial
responsibility towards their cost of care referred to as their “Share of Cost”.

The first request is to add to the list of allowable deductions that can be made to
the customer’s share of cost calculation. This is guidance that is put forth by the
Code of Federal Regulations however the rules in this section of IDAPA do not
spell out the allowance given for incurred medical expenses that are not covered by
Medicaid. It is being requested that this provision be added to the rules while also
putting clarification around the types of expenses that are allowed. The term
“medically necessary” is also included in this rule and that term is defined in
section 16.03.18 Medicaid Cost Sharing.

There is no fiscal impact to the state general fund, or to any other fund, as this rule
will align with other sections of IDAPA that already allow these expenses.

The second change that is being requested is in regards to patients who enter the
nursing home and seek Medicaid coverage to help pay for these expenses.

The current rule states that those entering a nursing home are assessed a share of
cost when they have resided in the nursing home for one full calendar month. For
example, if a patient enters the Nursing Home on December 10th they would be
charged their “Share of Cost” on January 1st when the facility does their billing. If
the patient later leaves the home mid-month in January, the patient’s share of cost
is not valid since they did not stay the full calendar month. The facility must re-
bill with actual costs for the month and issue a refund to the patient for their Share
of Cost.



While it would be ideal if all patients entered on the first of the month and stayed
for the entire month for bookkeeping purposes, the reality is that many customers
enter and exit the nursing home throughout the month. The change of this rule will
allow patients to pay for their Share of Cost only AFTER they have resided in a
nursing home for one full calendar month. In the example stated before, there
would no cause for refunds because the patient was not in the home for the entirety
of either of the months of December or January. If the patient continued residence
in the nursing home, they would begin paying their Share of Cost on February 1st.

The anticipated annual fiscal impact for this change is a total of $161,058 (one
hundred sixty one thousand, fifty eight dollars) of State funding. This increase will
accommodate the portion of the costs for these services while the patient is in care
for partial months.... and it will alleviate costly billing processes for providers, and
refunding obstacles for patients who do not stay a full calendar month

I ask you to approve this pending rule as Final.

Thank you for your time today, I stand for questions.
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Welcome and Introductions Chairman Heider
Docket No. Vital Statistics Rules James Aydelotte
16-0208-1401
Docket No. Use and Disclosure of Department Records James Aydelotte
16-0501-1401
Docket No. Rules Governing Child Support Services Kandee Yearsley
16-0303-1401
Docket No. Rules Governing the Food Stamp Program in Kristen Matthews
16-0304-1401 Idaho
Docket No. Rules Governing the Idaho Child Care Program Ericka Rupp
16-0612-1401 (ICCP)
Docket No. Residential Care or Assisted Living Facilities in Tamara Prisock

16-0322-1401 Idaho

If you have written testimony, please provide a copy of it to the committee
secretary to ensure accuracy of records.
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DATE:
TIME:
PLACE:

MEMBERS
PRESENT:

ABSENT/
EXCUSED:

NOTE:

CONVENED:

PASSED THE

GAVEL:

DOCKET NO.
16-0208-1401

MOTION:

DOCKET NO.
16-0501-1401

MOTION:

MINUTES
SENATE HEALTH & WELFARE COMMITTEE

Tuesday, January 20, 2015
3:00 P.M.
Room WW54

Chairman Heider, Vice Chairman Martin, Senators Johnson (Lodge), Nuxoll,
Hagedorn, Tippets, Lee, Schmidt and Lacey

None

The sign-in sheet, testimonies and other related materials will be retained with
the minutes in the committee's office until the end of the session and will then be
located on file with the minutes in the Legislative Services Library.

Chairman Heider called the meeting of the Health and Welfare Committee
(Committee) to order at 3:04 p.m.

Chairman Heider passed the gavel to Vice Chairman Martin for rules review.

James Aydelotte, State Registrar and Chief of Bureau of Vital Records (Bureau),
Health Statistics, Public Health Division, Department of Health and Welfare
(Department), reviewed Docket No. 16-0208-1401, Rules Pertaining to Vital
Statistics. The proposed rule increases most of the Bureau's fees, due to increased
overhead. The most significant increase is for a certified copy of a vital record, from
$13 to $16 per certified copy or search. Mr. Aydelotte reviewed each requested
increase and noted that, even with these changes, ldaho's certificates would still be
less expensive than Nevada, Oregon, Washington and Utah.

Mr. Aydelotte asked the Committee to approve Docket No. 16-0208-1401 and
stood for questions.

Chairman Hagedorn moved to approve Docket No. 16-0208-1401. Senator
Schmidt seconded the motion. The motion carried by voice vote.

Mr. Aydelotte reviewed Docket No. 16-0501-1401, Use and Disclosure of
Department Records, and referred the Committee to page 168 of the rules review
book. This rule change requests approval to conduct what is known as fact-of-death
verifications, which differ slightly from the verifications that are currently performed.
He said the rule is written to limit fact-of-death verifications to Idaho state agencies
and entities seeking to determine or protect an individual's property rights.

Mr. Aydelotte asked the Committee to approve Docket No. 16-0501-1401 and
stood for questions.

Senator Tippets expressed concern with the language and asked if the wording
could be tightened. Mr. Aydelotte explained that the rule, as written, ensures that
everyone who uses the system must be approved and applies only to individuals
seeking protection. He said the Department is always willing to look at improving
the wording.

Senator Schmidt moved to approve Docket No. 16-0501-1401.Senator Tippets
seconded the motion. The motion passed by voice vote.



DOCKET NO.

16-0303-1401

MOTION:

SUBSTITUTE
MOTION:

DOCKET NO.

16-0304-1401

MOTION:

DOCKET NO.

16-0612-1401

MOTION:

Kandee Yearsley, Bureau Chief, Child Support Program, Department of Health
and Welfare (Department), reviewed Docket No. 16-0303-1401, Rules Governing
Child Support Services. The rule updates statutory references, provides definitions
for the term's obligor, obligee, and motor vehicle license and clarifies the factors
to be considered in license suspension proceedings. Ms. Yearsley said the rule
also deletes an outdated form in the appendix and replaces it with a link to the
current form on the Department's website.

Ms. Yearsley reviewed the changes in detail and asked the Committee to approve
Docket No. 16-0303-1401.

Senator Nuxoll asked for clarification on the wording related to obligor funds,
which she said was confusing. Ms. Yearsley said federal requirements prevent
the Department from taking some funds from the obligor and the wording had
not changed.

Senator Lee asked about contempt of court. Ms. Yearsley said contempt is the
Department's last option.

Senator Hagedorn expressed concern that the courts target the obligor
immediately. Ms. Yearsley said this occurrence is rare and is handled on a
case-by-case basis.

Senator Nuxoll moved to hold Docket No. 16-0303-1401 in Committee for time
certain.

Senator Tippets moved to approve Docket 16-0303-1401. Senator Schmidt
seconded the motion. The motion carried by voice vote.

Kristen Matthews, Food Stamp Program, Department of Health and Welfare,
reviewed Docket No. 16-0304-1401, Rules Governing the Food Stamp Program in
Idaho. This docket clarifies violations in regulations which include buying, selling,
stealing or trading. Ms. Matthews asked the Committee to approve the docket
and stood for questions.

Committee members asked for clarification on drug trafficking, firearms sales, and
wording to include date of review. Chairman Heider approved of the rule change,
which he said is vital to control violations.

Senator Nuxoll moved to approve Docket No. 16-0304-1401. Senator Hagedorn
seconded the motion. The motion passed by voice vote.

Ericka Rupp, TANF Program Manager, Department of Health and Welfare,
reviewed Docket No. 16-0612-1401, Rules Governing the Idaho Child Care
Program. The rule was published as a temporary rule effective November 1,
2013 and was published in the January 2014 Idaho Administrative Bulletin. The
Department states that its former copay structure did not comply with federal
regulation because it was based upon a percentage of the cost of child care. To
comply with federal requirements, copays must be income based. This rule bases
copayment upon family income.

This rule also distinguishes between the copay requirements for postsecondary
students and high school or GED students. Specifically, postsecondary students
who do not work ten or more hours per week will be required to pay their own
copayment. There is no fiscal impact associated with this rulemaking.

Ms. Rupp asked the Committee to approve Docket No. 16-0612-1401 and stood
for questions.

Chairman Heider moved to approve Docket No. 16-0612-1401. Senator Lacey
seconded the motion. The motion passed by voice vote.
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DOCKET NO. Tamara Priscock, Administrator, Division of Licensing and Certification,

16-0322-1401 Department of Health and Welfare (Department), reviewed Docket No.
16-0322-1401, Rules Pertaining to Residential Care or Assisted Living Facilities
in Idaho. Ms. Priscock said the primary purpose of a residential care or assisted
living facility in Idaho is to provide a humane, safe, and homelike living arrangement
for adults who need assistance with activities of daily living and personal care.
This rule change is to update licensing requirements in response to requests from
living facility operators and updates standards of care. This rulemaking meets
best practice and current technology standards while maintaining the health and
safety of residents.

Ms. Priscock concluded by asking the Committee to approve Docket No.
16-0322-1401 and stood for questions.

Committee members posed questions and received answers on concerns that
included licensing requirements, facility providers and staffing.

MOTION: Senator Nuxoll moved to approve Docket No. 16-0322-1401. Senator Schmidt
seconded the motion. The motion passed by voice vote.

PASSED THE Vice Chairman Martin passed the gavel back to Chairman Heider.
GAVEL:

ADJOURNED: There being no further business, Chairman Heider adjourned he meeting at 4:36
p.m.

Senator Heider Erin Denker
Chair Secretary

Jeanne' Clayton
Assistant
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Chairman Heider convened the meeting at 3:00 p.m.
Chairman Heider passed the gavel to Vice Chairman Martin for the rules review.

Greg Metsker, Commission for the Blind , asked the Committee to reject this rule
because changes in federal laws render this rule change null and void.

Vice Chairman Martin asked if the federal changes are wrong for Idaho.

Mr. Metsker replied that he did not have an answer to that question, but it was the
opinion of the Vocational Rehabilitation Services to operate under the current rules
until guidelines from the federal government are received.

Senator Hagedorn moved to reject Docket No. 15-0202-1401 . The Senator
Lacey seconded the motion. The motion carried by voice vote.

Matt Wimmer, Medicare Bureau Chief, Department of Health and Welfare
(Department), took the podium to explain the rule changes for Docket No.
16-0317-1401, Medicare/Medicaid Coordinated Plan Benefits. He referred the
Committee to pages 136-142 of the electronic rules review book. He said the rules
in this docket are being amended to support a more comprehensive managed care
approach for Medicaid participants who are also eligible for Medicare.

Mr. Wimmer explained that the change will allow Medicaid participants to opt in

to a managed care program that covers all benefits rather than only outpatient
benefits. This simplifies coverage and allows participants to choose either Medicaid
managed care or the State administered Medicaid plan. The Department sought
public input and received no comments.

Mr. Wimmer said the changes are cost-neutral; there is no anticipated fiscal
impact to the General Fund.

Mr. Wimmer asked the Committee to adopt this pending rule and stood for
questions.

Senators Schmidt and Tippets asked questions related to specific Medicare
services as a result of the changes. Mr. Wimmer answered the questions to the
Committee's satisfaction.

Vice Chairman Martin asked if there were questions or comments from the
audience; there were none.

Senator Schmidt moved that the Committee adopt Docket No. 16-0317-1401.
Senator Tippets seconded the motion. The motion carried by voice vote.
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Mr. Wimmer next presented Docket No. 16-0310-1401, relating to Medicaid
Enhanced Plan Benefits, and referred the Committee to pages 81-106 in the
Pending Rules book. He said this rule change has two purposes: (1) It defines
the parameters for dental benefits for Medicaid enhanced plan participants in
accordance with HB 395; and (2) it defines conditions for coverage of community
supported employment benefits for developmentally disabled participants in
accordance HB 476, 2014.

Mr. Wimmer explained that the change restores access to dental services that
reflect evidence-based practices for adult participants with disabilities or special
health needs. The new rules also create an exception review process allowing
budget modifications for community supported employment for developmentally
disabled individuals

The rules were drafted under negotiated rulemaking through a workgroup
consisting of representatives from Medicaid, the Idaho Council on Developmental
Disabilities, Disability Rights of Idaho, the Employment First Consortium, Vocational
Rehabilitation, and other stakeholders.

Public hearings resulted in just one brief comment in support of the rules; no other
comments were received during the comment period.

Fiscal impact to the General Fund is estimated at $1.4 million for the dental benefits
and $235,000 for the community supported employment benefits. The costs for the
dental benefits are expected to be fully offset by reductions in utilization of hospital
and emergency room benefits related to dental care needs.

Mr. Wimmer asked the Committee to approve the rule changes and stood for
questions.

Mr. Wimmer answered the questions posed by the Committee, which primarily
concerned the reinstatement of benefits that had been cut during the recession.

Senator Hagedorn moved that the Committee adopt Docket No. 16-0310-1401.
The motion was seconded by Chairman Heider. The motion carried by voice vote.

Vice Chairman Martin recognized Debby Ransom, Chief for the Department of
Health and Welfare's Bureau of Facility Standards in the Division of Licensing
and Certification.

Ms. Ransom introduced herself and presented Docket No. 16-0311-1402, relating
to Intermediate Care Facilities for People with Intellectual Disabilities. She referred
the Committee to page 109 in the Pending Rules Review book and explained the
docket is a rewrite of the chapter of rules governing Intermediate Care Facilities
for individuals with Intellectual Disabilities (ICFs/ID). The rule in this chapter deals
with State licensure of ICFs/ID.

Ms. Ransom said these rules had not been updated since the 1980s and many
sections are no longer relevant. This alignment results in a streamlined set of
requirements for this type of facility for both State licensure and for federal Medicaid
certification. She said public hearings were held on the changes and no comments
were received during the comment period. The rule docket was presented to the
Board of Health and Welfare and passed with unanimous support.
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Ms. Ransom said aligning State licensing requirements with federal certification
requirements resulted primarily in updating terminology and references and
reorganizing the chapter with a few more substantive changes. These changes
include (1) administrators must have experience with the ICF/ID program before
managing this type of facility, and (2) the use of painful or noxious stimuli or
enclosures to manage client behavior is prohibited). The rule change also
incorporates by reference the National Fire Protection Association's Life Safety
Code as well as IDAPA 07.03.01, Rules of Building Safety.

Ms. Ranson asked the Committee to approve Docket No. 16-0311-1402 and
stood for questions.

Senator Nuxoll asked what are the major changes between 1980 and this one,
other than technical? Ms. Ransom stated the 1980 version is outdated and not
consistent with best practice needed to serve individuals with disabilities. This will
bring it current, align providers with one set of requirements, and bring them up to
current best standards. Senator Nuxoll followed up, asking which best practices
will be better. Ms. Ransom stated the best practices center around managing
and working with individuals to become as independent as possible. Additionally
learning to manage behaviors without drugs or restrictive programs.

Chairman Heider asked about the housing standards; were there any that needed
to come into compliance, did any of them have to close or if we had to build new
ones. Ms. Ransom stated no, this provider population is an example of what
providers should be doing. We have already been working with, and meeting the
Federal requirements, so we have had no closures. Chairman Heider thanked Ms.
Ransom and stated it was important to have on record that we have updated the
standards, but that we were already up to standard. Ms. Ransom stated this group
is exceeding it and she is pleased to be here with these rules.

Vice Chairman Martin asked if there were any costs to have, or meet these current
standards. Ms. Ransom replied no there is not.

Senator Hagedorn recommended that a date be used for better clarification when
referencing CFRs or other materials.

Senator Tippets posed a number of questions for Ms. Ransom, including size of
a facility and resident limitations. Ms. Ransom said the federal government had
determined that housing residents in a large institution-like facility is not the best
practice because it is not a normal environment for an individual.

Senator Tippets asked about the alignment of State and federal codes; electrical
inspection practices; meaning of "outside services"; bathroom placement; and

if the Department has authority to revoke a license whether or not it potentially
endangers safety. He commented that he was not comfortable in drafting a rule that
is more broad than its intention.

Vice Chairman Martin asked about meeting State code restrictions. Ms. Ransom
said local jurisdictions implement the codes and the Department works closely with
the State in meeting those code restrictions. Senator Hagedorn asked about

the hearing process and incorporation of suggestions. Ms. Ransom outlined

the process, which includes quarterly conference calls and in-person meetings

to incorporate suggestions. She also explained why an update to the sprinkler
systems were required when a change in ownership of a facility occurs.

Vice Chairman Martin asked if there questions from the audience. There being
none, he called for a motion.

Chairman Heider moved that the Committee adopt Docket No. 16-0311-1402. The
motion was seconded by Senator Hagedorn. The motion carried by voice vote.
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Ms. Ransom referred the Committee to page 107 in the Pending Rules Review
book. She explained that Rule Docket No. 16-0311-1401 is a repeal of the
chapter of rules governing intermediate care facilities for individuals with intellectual
Disabilities.

Ms. Ransom said a public hearing was held and no comments were received
during the comment period. She asked the Committee to adopt Docket No.
16-0311-1401 and stood for questions. The Committee had no questions.

Senator Tippets moved that the Committee adopt Docket No. 16-0311-1401.
Senator Heider seconded the motion. The motion carried by voice vote.

Susan Miller, Board of Dentistry, took the podium to present Docket No.
19-0101-1401, Rules of the Idaho State Board of Dentistry. The proposed rule
clarifies the requirements for administering sedatives to patients in order to be
consistent with standards set by the American Dental Association. Additionally, the
proposed rule provides clarification regarding facility requirements, records, and
patient monitoring. The rule is consistent with the Board's authority under Idaho
Code § 54-912. There is no negative impact to the General Fund. The Board of
Dentistry conducted negotiated rulemaking.

Ms. Miller asked the Committee to approve adoption of the rule changes and
stood for questions.

Senator Schmidt asked for elaboration on the pediatric life support course.

Ms. Miller replied that the course would be similar to a general pediatric dental
course. Referring to sedation, Senator Hagedorn asked if pediatric dentists are
allowed to performed surgery in the office. Ms. Miller said the rule doesn't change
current practices; pediatric dentists are trained and qualified to provide sedation

in the office.

Senator Schmidt moved that the Committee adopt Docket No. 19-0101-1401.
Senator Hagedorn seconded the motion. The motion carried by voice vote.

Vice Chairman Martin returned the gavel to Chairman Heider.

There being no further business, Chairman Heider thanked the presenters and
Committee members and adjourned the meeting at 4:30 p.m.

Senator Heider
Chair

Erin Denker
Secretary

Jeanne' Clayton
Assistant
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Chairman Heider called the meeting to order at 2:59 p.m. He welcomed everyone
and let them know the Committee was on rules and would continue rules next week.

Chairman Heider passed the gavel to Vice Chairman Martin.

Lori Stiles, Investigations Supervisor for the Department of Health and Welfare
(DHW), Medicaid Program Integrity Unit (Unit) of the Bureau of Audits and
Investigations (Bureau), presented Docket No. 16-0507-1401, The Investigation
and Enforcement of Fraud, Abuse, and Misconduct.

Ms. Stiles said their staff audited Medicaid providers to ensure they were
complying with Medicaid rules and regulations. Last fiscal year they completed 262
audits, identified $3.2 million in overpayments and penalties, and recovered nearly
$2.7 million. This docket would add a new section of rules to cover reinstatement
procedures for individuals or entities that have been excluded from Idaho's
Medicaid program. The rule provides the conditions, a timeline for submitting an
application, how to request, and where to return the required documents. If an
individual or entity was denied reinstatement, they can reapply a year after the
date the denial decision was final. Section 300 of the rules was amended to add
reinstatements as an action that required notification to the Office of the Inspector
General (OIG). A negotiated rulemaking meeting was held July 10, 2014, in Boise,
Idaho. No one attended and no written comments were received. This rule had no
anticipated fiscal impact.

Ms. Stiles asked the Committee to approve Docket No. 16-0507-1401.

Senator Schmidt asked why no time frame was given for DHW to issue a written
decision granting or denying requests. Ms. Stiles replied they intentionally kept the
time frames out of this rule because there was a time frame to respond in the Unit's
policies and procedures. No one had requested reinstatement yet, so they had not
been able to go through the entire process.

Senator Nuxoll asked Ms. Stiles to explain Sections h. and 02, on page 173. Ms.
Stiles responded when a provider, individual, or institution was excluded from

the Medicaid program, if they continued to work as an employee or contractor for
anyone that was receiving Medicaid funds while they were excluded, they would not
be reinstated because they did not comply with the exclusion. Ms. Stiles further
responded that an individual or institution was allowed to apply for reinstatement
approximately four months before the end of the exclusion period because there
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was a time lapse between the time they filled out the application and when the
Board met to decide whether to approve or deny. It gave applicants an opportunity
to start near the time their exclusion period was ending. Senator Nuxoll asked
where the $2.7 million in overpayments and penalties went. Ms. Stiles replied a
portion helped fund the Medicaid Program Integrity Unit, a portion paid the federal
share of the overpayments, and the majority went into the General Fund.

Vice Chairman Martin asked Ms. Stiles to explain the comment that no one

had requested reinstatement. Ms. Stiles responded because federal exclusion
requirements gave providers an opportunity to be reinstated through the OIG,
providers had not been going through a reinstatement process with the State.
They could start providing Medicaid services without the State's approval, so DHW
produced a policy and procedure for reinstatement and put it in the Medicaid
newsletter in June 2013. This docket would put it in the rules.

Senator Lacey moved to approve Docket No. 16-0507-1401. Vice Chairman
Martin seconded the motion. The motion carried by voice vote.

Fernando Castro, Supervisor for the Criminal History Unit (Unit) of the Bureau of
Audits and Investigations (Bureau) presented Docket No. 16-0506-1401, Criminal
History and Background Checks.

Mr. Castro reported the Unit had completed nearly 23,000 background checks
every year. He said the Unit screened employees of providers and individuals that
participated in DHW programs such as foster care, adoption, and certified family
homes. Each year, approximately 300 applicants are either denied or voluntarily
withdraw because of disqualifying elements in their background checks. Mr.
Castro explained the rule change incorporated several adjustments that supported
other DHW rule changes which repealed, added, or changed background check
requirements for certain classes of individuals.

DHW did not hold formal negotiated rulemaking meetings with their stakeholders
for this docket because it was not feasible to conduct such meetings in time to have
temporary rules in place to meet legislative intent and the statutory requirements
that changed those rules themselves. However, they actively and constantly
listened to their stakeholders' concerns through other mediums such as customer
service surveys, quarterly newsletters, direct feedback to the Unit, and by including
them in the development of their website. He explained the proposed changes and
gave references to where those changes were in the docket.

Senator Nuxoll asked if some of the changes were made due to DHW's discretion.
Mr. Castro responded he did not believe so. When any background check rules
were changed, they had to change this one to support that requirement. Senator
Nuxoll asked if that was also true about the rule they deleted. Mr. Castro replied
it was not at the discretion of DHW as far as he understood. It was an attempt

to keep the language concurrent in both communications. Senator Nuxoll said
on page 23, it says the employer must print the clearance within 14 days of the
clearance being accessible on DHW's website. She asked if that was enough
time. Mr. Castro responded DHW felt it was enough time because the system
sent an automatic notice to an employer as soon as their candidate was cleared.
They found employers would view the email without opening and reading the
attached background record. This change was an effort to tell employers to open
the report to look at what was found. Senator Nuxoll inquired about the change in
300.02.B on page 24. Mr. Castro said the background check system allowed for
one background check to be used across several parts of the industry. In order to
view the results and see who was available for an interview, an employer had to
attach themselves to the person in the system. This rule change told employers to
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make sure they attached themselves to the candidate of their choice in the system.

Senator Hagedorn commented on page 23, Section 140.01, where the language
was deleted that a fee may be assessed when an individual missed a scheduled
appointment. He said it spoke very well of Mr. Castro and DHW for following up
on a Committee recommendation to take that action.

Senator Hagedorn moved to approve Docket No. 16-0506-1401. Senator Nuxoll
seconded the motion. The motion carried by voice vote.

Falen LeBlanc, Program Specialist, Division of Family and Community Services
(Division), DHW, presented Docket No. 16-0601-1401. She described the Chafee
Foster Care Independence Program Act which was passed by Congress in 1999
to provide services to promote a more successful transition to adulthood for older
youth leaving foster care.

Ms. LeBlanc reported DHW made payments for driver's training, permit, and
license for a child in their legal custody when it was part of the child's Independent
Living Plan. This rule change would allow the DHW to reimburse a licensed foster
parent for the cost of vehicle insurance for the foster child. Ms. LeBlanc said

the changes would improve recruitment and retention of foster parents, increase
placement options for older youth, and encourage life skills and normalization of
eligible foster children by allowing them to become drivers while in foster care where
they had family support and direction. Costs would be paid from the existing Chafee
Independent Living appropriation. Approximately 100 foster children would be able
to access the reimbursement for an estimated maximum annual cost of $132,000.
Negotiated rulemaking was not conducted since this docket conferred a benefit.

Senator Nuxoll asked when the Division would have the authority to decide to

do something like this and use more money. Ms. LeBlanc said the funding was
specific to the foster youth population. The Division would offer vehicle insurance
reimbursement one-on-one with the foster parents and the young person in foster
care when the young person was ready to drive. It would be in addition to the
ongoing life skills training DHW already provided. Senator Nuxoll asked how they
would get the authority to use these funds even though the Finance Committee did
not give them the authority to use the funds. Ms. LeBlanc deferred to Dave Taylor,
Deputy Director, DHW. Mr. Taylor said DHW had a reprioritization of their current
appropriation and it would not incur additional costs. The benefit would only be
offered as funds were available.

Senator Hagedorn asked how many older children were in the foster care program
in Idaho. Ms. LeBlanc replied 269 people between the ages of 15 and 18 were in
foster care in the Independent Living Program. They had 1,259 young people total
in foster care.

Senator Lee asked how many foster children would still be in foster care at age
21 and if this rule change would apply to people in foster care past the age of 18.
Ms. LeBlanc responded this rule would only apply to the 15- to 18-year-olds who
were currently in foster care. Once they turned 18 they would be able to insure
themselves. There was a voluntary program for that which was very specific.

Senator Nuxoll moved to approve Docket No. 16-0601-1401. Senator Lee
seconded the motion. The motion carried by voice vote.
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Casey Moyer, Program Manager, Division of Behavioral Health, DHW, presented
Docket No. 16-0733-1401 regarding Adult Mental Health (AMH).

Mr. Moyer explained the Division of Behavioral Health's AMH program statutorily
mandated populations and prioritization methods. He said an update was needed
so the rules would reflect the changing environment and best practices to include
reference to the Diagnostics and Statistics Manual Fifth Edition, improve efficiency
and access through an ongoing quality assurance process, update terminology,
and reflect non-customer internal program process changes. A new subsection
addressed consumers' rights and responsibilities related to participation in
treatment and affirmed the clients' rights to humane treatment, choice and access
while they were a part of the AMH program. Mr. Moyer stated there was no
negotiated rulemaking because these rules were program and staff operational
policies. He said there would be no adverse financial impact to the program or
ability to meet statutory obligations. Approval of these rules would help DHW
improve the quality of care.

Senator Tippets asked Mr. Moyer to deliver the message to DHW that the
Committee would like to see negotiated rulemaking. Senator Tippets also asked
that the wording on item i., page 189, be changed from requiring the client or legal
guardian to sign the treatment plan to say DHW would attempt to get the signatures
on treatment plans. Mr. Moyer responded signatures were a means to verify that
the client was involved in the treatment plan, and if a client was unable to sign there
were alternate documentation mechanisms for the lack of signature.

Senator Tippets asked Mr. Moyer to explain why treatment plan renewals were
required every 12 months. Mr. Moyer replied treatment plans were required

to determine if treatments were effective and utilizing the right resources. The
12-month requirement was the minimum.

Senator Nuxoll asked if 120-day treatment plan reviews were different than annual
treatment plan renewals. Mr. Moyer replied yes; reviews and renewals often took
place simultaneously because changes may be needed to a treatment plan as a
result of a review. Senator Nuxoll asserted that negotiated rulemaking is very
important in order to make a judgment on rule changes based on whether anyone
had problems with the change.

Senator Heider asked if Optum was a subcontractor to the contract. Mr. Moyer
replied Optum Idaho was separate from the AMH program operated by the Division
of Behavioral Health. Optum operated under Medicaid rules.

Senator Hagedorn moved to approve Docket No. 16-0733-1401. Senator
Tippets seconded the motion. Senator Nuxoll asked to be recorded as voting
nay. The motion carried by voice vote.

Sandra Evans, Executive Director, Idaho Board of Nursing, presented Docket No.
23-0101-1401, Pending Rules of the Board of Nursing.

Ms. Evans reported the 2014 Legislature amended the Board of Nursing's statute
to include as grounds for discipline, sexual conduct or sexual exploitation by a
nurse of a current or, in certain situations, a former patient. She said Docket

No. 23-0101-1401 provides clarity to the statutory provisions by identifying

what constitutes prohibited conduct by a nurse, defining terms, and otherwise
implementing provisions of the law. Public notice of the intent to promulgate rules
and negotiated rulemaking was published on June 4, 2014. Written and oral
comments were received during a public meeting held on July 17 and during the
prescribed comment period. Comments received were in support of the proposed
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rule. Ms. Evans said there would be no fiscal impact resulting from implementation
of this rule.

Senator Tippets said he had expected these rules to be very difficult to write and
congratulated the Board of Nursing for getting it right and doing a good job.

MOTION: Senator Heider moved to approve Docket No. 23-0101-1401. Senator Schmidt
seconded the motion. The motion carried by voice vote.

PASSED THE Vice Chairman Martin passed the gavel back to Chairman Heider.
GAVEL:

ADJOURNED: There being no further business, Chairman Heider adjourned the meeting at 4:05
p.m.

Senator Heider Erin Denker
Chair Secretary

Paula Tonkin
Assistant Secretary

SENATE HEALTH & WELFARE COMMITTEE
Thursday, January 22, 2015 — Minutes — Page 5



AGENDA

SENATE HEALTH & WELFARE COMMITTEE

3:00 P.M.
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DOCKET NO.
27-0101-1401

TESTIMONY:

MINUTES

SENATE HEALTH & WELFARE COMMITTEE

Monday, January 26, 2015
3:00 P.M.
Room WW54

Chairman Heider, Vice Chairman Martin, Senators Johnson (Lodge), Nuxoll,
Hagedorn, Tippets, Lee and Schmidt

Senator Lacey

The sign-in sheet, testimonies and other related materials will be retained with
the minutes in the committee's office until the end of the session and will then be
located on file with the minutes in the Legislative Services Library.

Chairman Heider called the meeting of the Health and Welfare Committee
(Committee) to order at 3:00 p.m. and welcomed Senator Kim Johnson, sitting in
for Senator Lodge.

Chairman Heider passed the gavel to Vice Chairman Martin for rules review.

Mark Johnston, Executive Director of the Board of Pharmacy (Board), addressed
Docket No. 27-0101-1401, Rules of the Idaho State Board of Pharmacy. The
proposed rule would allow biosimilar products to be substituted for a prescribed
biological product in order to be consistent with federal law. There is no negative
fiscal impact on the General Fund. Negotiated rulemaking was conducted, and the
rule is consistent with the Board's authority under Idaho Code § 54-1717.

Mr. Johnston explained that Congress has created a new pathway for drug
approval, collectively known as biosimilars, and outlined the makeup of biological
products compared to most drugs. He said federal law allows for a provision
that goes beyond simply approving a biosimilar, by determining that the licensed
biosimilar is interchangeable with the referenced biological product.

Mr. Johnston said if this rule is defeated via concurrent resolution, biosimilar
substitution will not be allowed in Idaho, thus making ldaho more restrictive than the
federal government. He said this promulgation establishes the Idaho parameters
for biosimilar interchange and is supported by groups such as Blue Cross of Idaho,
Regence Blue Shield of Idaho, Select Health Plans, and others.

Mr. Johnston read the changes to the rule word for word and said the Board has
received no opposition to the language. He said notification requirements have
been raised, but he emphasized Idaho has years to determine if notification should
be required and what such a requirement might look like. He concluded by asking
the Committee to approve Docket No. 27-0101-1401 and stood for questions.

Questions from the Committee centered mostly on notification requirements and
cost savings, all of which were answered fully by Mr. Johnston.

Vice Chairman Martin called on those wishing to testify on Docket No.
27-0101-1401.

Dr. Troy Rohn, Professor, Boise State University, testified in opposition to Docket
No. 27-0101-1401. He said he was in favor of biosimilars because of their
therapeutic value and cost savings for consumers. However, he was in opposition
to the rule as written because the wording did not contain notification requirements,
which he said were necessary for patient safety, transparency and treatment plans.



TESTIMONY:

TESTIMONY:

Susan Holladay from Meridian, representing herself, testified in opposition to the
rule because of lack of naotification requirements to the physician. She said five
family members are on biologics, and her experience confirms the patient and
physician need to know if a prescription is substituted because of the potentially
harmful consequences.

Tony Holladay from Meridian, representing himself, testified in opposition to the
rule. He said as a person with rheumatoid arthritis, he has been pain-free for over
a year because of biologics. He said, however, that it is vitally important for his
physician to know when a substitution has been made.

Ken McClure, an attorney with Givens-Pursley, representing the Idaho Medical
Association (IMA) and AmGen, testified in opposition to the rule. He distributed
letters of opposition and graphs (see attachment 1). He said that IMA has urged the
Board to give the physicians full knowledge about what is going on. He believes
this is an important aspect missing from the rule.

Mr. McClure said biologics are used mostly in oncology, rheumatology, and
dermatology. He said all national specialty societies of these physician groups have
written letters to Legislators. All have asked that a mechanism be required for the
substitution to be placed in the patient's medical chart.

Mr. McClure referred to the charts distributed to the Committee, which illustrated
information on top biologics and biologic adverse event attribution without complete
patient records. He said most biologic drugs are either injected or infused by a
clinic or hospital but some do come from pharmacies, which can result in lack of
information needed by the doctor. He referred to the handout from the Generic
Pharmaceutical Association, which also supports the communication requirement.

Shad Priest, Director of Government Affairs, Regence Blue Shield and also
representing Bridge Pan Health, Cambia Health Solutions, and Oneida County
Rx, testified in support of Docket No. 27-0101-1401. He said these companies
care about health care costs, and biosimilars are a tool to control prices through
competition. He said the United States has one of the most stringent rules for new
drugs and, because this is a class of medication that does not yet exist, there is
time to refine the rule at a later date.

Pam Eaton, President and CEO, Idaho Retailers Association and Retail Pharmacy
Council, testified in support of the rule. She said the FDA is extremely cautious,
and biosimilars will help get costs under control.

Stacey Satterlee, Director of Government Relations in Idaho, American Cancer
Society, testified in opposition to the rule. She said the rule does not contain a
requirement for patient and prescriber notification when a biosimilar substitution
is made. She stressed that patients need to be more actively engaged in their
treatments, and they can only be as effective as the information provided to them.

Maral Farsi, representing CVS Health, Blue Cross of Idaho, and Pacific Source
Health, testified in support of the rule, as adopted by the Board. She said
notification is unnecessary and undermines the FDA exhaustive approval process.

Throughout all testimonies, the Committee asked questions and received detailed
answers in response. The primary objection to the rule was the lack of wording that
would require notification to a patient's physician when a biosimilar substitution is
made. Senator Hagedorn also expressed concern about the wording "patient's
medical records", which appeared to be at variance with the actual meaning
"patient's medication records." Mr. McClure said this was a misprint, and it would
be corrected.

Vice Chairman Martin reminded the Committee the vote would be on the wording
as written.

SENATE HEALTH & WELFARE COMMITTEE
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MOTION: Senator Nuxoll moved to approve Docket No. 27-0101-1401. Chairman Heider
seconded the motion. The motion passed by voice vote.

PASSED THE Vice Chairman Martin passed the gavel back to Chairman Heider.
GAVEL:

ADJOURNED: Chairman Heider notified the Committee and audience the remaining dockets on
the agenda would be rescheduled. He adjourned the meeting at 5:00 p.m.

Senator Heider Erin Denker
Chair Secretary

Jeanne’ Clayton
Assistant Secretary
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STATEMENT

RESEARCH PROGRESS HOPE

Statement Regarding the Idaho Board Pharmacy Rule (BOP) Rule with Respect to the
Substitution of Interchangeable Biologics

January 19, 2015

Position: Pharmaceutical Research and Manufacturers of America (PhRMA) supports
Idaho with respect to the substitution of interchangeable biologics but encourages the
legislature to support doctor notification, an important patient protection.

PhRMA supports the BOP rule with respect to the substitution of interchangeable biologics. This
rule will allow for the substitution of biologics deemed interchangeable by the Food and Drug
Administration (FDA). Importantly, PARMA encourages the requirement for pharmacists to
notify the prescriber if a biosimilars substitution is made.

PhRMA represents innovative biopharmaceutical research and discovery companies devoted to
advancing public policies in the U.S. and around the world that support innovative medical
research, yield progress for patients today and provide hope for the treatments and cures of
tomorrow. PhRMA companies spent an estimated $51 billion in 2013 to discover and develop
new medicines.

Understanding the distinction between a chemically synthesized prescription drug and a biologic
is important when crafting state law to address pharmacy substitution practices. Unlike
traditional medicines, which are chemically synthesized, biologic medicines are more complex
and are manufactured from living organisms. A biosimilar product is highly similar to, but not
the same as, its FDA-licensed reference biological medicine. Recent federal legislative and
regulatory activity has created an abbreviated regulatory pathway for approving biosimilar
products. Ensuring patient safety is essential in the implementation of the Biologics Price
Competition and Innovation Act of 2009 (BPCIA) and the amendment of state substitution laws
to permit the substitution of interchangeable biosimilars.

As written, the rule requires that because biosimilars will not be exactly the same as the
reference biologic product, substitution should only occur when the FDA has designated a
biologic product as interchangeable with the reference product. PhRMA appreciates the addition
of several important patient protections, including:

e The prescriber should be able to prevent substitution. This ensures the prescribing
practitioner, who is knowledgeable about a patient’s specific health history and
therapeutic regimen, has ultimate decision-making authority for patient care.

e The patient, or the patient’s authorized representative, should, at a minimum, be notified
of the substitution. Patients who are managing chronic conditions often have tried many
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January 16, 2015

Idaho House of Representatives
State Capitol Building

Health and Welfare Committee
P.O. Box 83720

Boise, Idaho 83702-9103

RE: Proposed Board of Pharmacy Biosimilars Rules 27-0101-1401
Dear Members of the Idaho House Health and Welfare Committee,

On behalf of the Coalition of State Rheumatology Organizations (CSRO), we
respectfully request the Idaho House Health Committee reject the Board of
Pharmacy Biosimilar Rules, unless it is amended to include post-dispensing
prescriber notification.

CSRO is a national organization composed of 30 state and regional professional
rheumatology societies formed in order to advocate for excellence in rheumatologic
care and to ensure access to the highest quality care for patients with rheumatologic
and musculoskeletal disease. Rheumatologists are entrusted with the safe care of
patients with rheumatoid arthritis and other autoimmune diseases that require the
careful choice of safe and effective pharmaceutical and biological therapies.

Rheumatologists are keenly aware of the dramatic long-term, life-changing clinical
improvements that biological agents have on some of the most crippling and
disabling conditions that affect Americans. These biologic response modifying agents
are available for the treatment of rheumatoid arthritis and other autoimmune diseases
and have a significant impact on improving our patients’ quality of life, preventing
disability, decreasing morbidity and lowering mortality.

In testimony before the Food and Drug Administration (FDA), Dr. Gregory
Schimizzi, CSRO Treasurer, noted that there is not sufficient scientific understanding
of biosimilars at this time to allow for an interchangeable biological product. As
such, Dr. Schimizzi urged FDA to foreclose the interchangeability option until the
science advances in this area because anything short of barring interchangeability
would be detrimental to patient safety and would erode physician confidence in
prescribing these medications.

Assuming that FDA does proceed with finding interchangeability for certain
biosimilars, however, the current automatic substitution process used for generic
medications in many states is inappropriate for biosimilars. As Dr. Schimizzi
explained in his testimony, “The physician should always be involved in decisions
regarding selection of the biological product a patient receives. Automatic retail
substitution of biotech medicines is not appropriate. Currently, all State laws allow
the pharmacist to substitute a less expensive generic product for the brand name
product, and the determination of the ability to substitute such products is based on
the nonproprietary name. In some states, like Pennsylvania, unless the prescriber
signs or initials “brand necessary” or “brand medically necessary,” the pharmacist is
required by law to provide the generic form, unless the patient demands a brand name
drug.”

This approach cannot be applied to biosimilars, which are inherently far more
complex products than generic drugs. No two patients are the same; in fact,
sometimes two individuals who seem to have identical medical conditions “on paper”
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Representative Fred Wood, Chair Uaa®
Idaho House Health & Welfare Committee
700 West Jefferson Street
Boise, Idaho 83720 g
Subject: Oppose changes to 27.01.01.— Rules of the Idaho State Board of E
Pharmacy regarding biosimilar substitution g
Dear Chairman Wood: fg

On behalf of the more than 13,500 members of the American Academy of
Dermatology Association (“Academy”), | write in opposition to the changes
proposed by the Idaho State Board of Pharmacy regarding biosimilar substitution.
In accordance with the proposal, pharmacists would be authorized to substitute
biosimilars for biologic drugs without notification to the health care provider. While
we applaud the cost benefits that might occur from biosimilars, substituting a
biosimilar absent the medical judgment of the patient’s prescribing physician could
be detrimental to patient safety. According to the Academy’s Position Statement on
Generic Therapeutic and Biosimilar Substitution, such communication should occur
by the time of dispensing (see attached).

Dermatologists who treat severe psoriasis call the advent of biologic therapies a
revolution. U.S. patents for these therapies expire in the next ten years, which will
open the pathway for biosimilars. Manufacturing a biosimilar is much more
complex than manufacturing generics for small molecule drugs. Because biologics
are manufactured in living organisms, biosimilars are not exact replications of their
reference biologic products. Due to this variability, a patient’s response to a
biosimilar may not always mirror the response to the reference drug. Even minor
changes in the manufacturing process can significantly affect the efficacy of the
biosimilar. For these reasons, patient substitution decisions for biosimilars should
be carefully considered and should include a physician’s medical judgment.
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A proposal that does not require physician notification of the substitution at the : !
time of dispensing could jeopardize patient safety and it implies that the risks R
associated with biosimilars are minimal. Further, the concern that notification L

would impede a patient’'s access to medication is not justified as most biologics are '

delivered via shipping to patients through specialty pharmacies as opposed to W e Do MO

traditional medications that are purchased at a patient’s local pharmacy. I S
PAT .

In order to protect Idaho’s patients, the Academy strongly opposes the current Suzanne M. Oibiicht, MD
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proposal that would eliminate the physician’s role and medical judgment from
patient care. The medical community would welcome an opportunity to work with "
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President Re: BoP Biosimilar rule. Please table the rule until amended to inciude post-dispensing
Binay Shah, M.D. communication between phammacists and prescribing physicians when biopharmaceutical products
oh-Josepl's Cancer Center & - gre replaced by biosimilar products.

Lewiston, I
Honorable Idaho Health and Welfare Committee members,
Past-President
Dane Dickson, M.0. The Idaho Society of Clinical Oncology (ISCO) is comprised of 257 oncology physicians, mid-level
s healthcare providers, oncology nurses and practice administrators located throughout Idaho. ISCO
- was established to respond to the legislative and fiscal challenges of our member jurisdiction and
to promote improved heaithcare services to the community by sharing resources, information and
SSELc iy Picantecy common goals such as patient safety and affordable quality care.

Paul Montgomery, M.D.
St. Luke’s MSTI

EoisgiD ISCO physicians have been made aware of a proposed rule that is currently being considered that
will allow pharmacists to substitute complex specialty medications, known as biologics, with
Alan Langerale, M.D. biosimilar drugs without providing any notice or communication to the doctor.

St Alphonsus Cancer Center
Boise, 1D . . . . . . . o
Unlike conventional chemical drugs, biopharmaceutical products typically require the use of living

o biological host cells for their praduction. This includes the use of genetic engineering techniques for
f,’:;’:;ﬁ‘?ﬁé?temﬂ cloning of the appropriate genetic sequence into a plasmid or viral messenger system, followed by
Pocatello, ID the creation of a host cell expression mechanism and scaling it up for large-scale protein
production. The desired protein must then be isolated and purified from the cell culture medium,
using purification techniques that maintain the protein’s structural and functional integrity. The

B, samuels, M3

Northwest Oncology purified product must then be correctly formulated to ensure that it retains its biological activity up
GOSN to patient delivery.

“E’[“WJ‘? Richards aa The large size and complexity of biopharmaceutical products mean that manufacturing is equally
e complex, and quality-control processes are vital because the expression of the same genetic

construct in different host cell expression systems has a great impact on the final structure of the
protein. Patient responses can depend on how a biologic is made. They are highly sensitive to their
manufacturing and handling conditions, making them more difficult to create than common
chemical drugs. Even something as simple as the altitude of a manufacturing facility can lead to
changes in cell behavior and differences in the structure, stability or other quality aspects of the
end product. Any of these differences have the potential to affect the treatment's safety, efficacy
and/or shelf life, and to increase the risk of an unwanted immune response.

A new class of medications called “biosimilars” will be entering the marketplace in the near future
and are touted to be therapeutically equivalent or interchangeable with biologics and are predicted
to have a lower cost. However, unlike generic drugs that are identical copies of the original product,
biosimilars, as the name implies, are similar but not identical to the pioneer biologic therapy. That
slight difference can have huge implications for efficacy and patient safety.

ISCO’s concern is that biosimilar manufacturers do not have access to the originator's molecular
clone and original cell bank, nor to the exact fermentation and purification process, nor to the active
drug substance. They do have access to the commercialized innovator product. Differences in
impurities and/or breakdown praducts can have serious health implications.

I5CE Corparate Office /8805 N 145% [ Ave, Suite 203/ Owasso, 0K 74055 / Phone (918) 274-8374 / Fax (918) 274-8354
www.IDSCO.org / www.facebook.com/INDSCO



ISCO strongly recommends enforcing communication between the pharmacist, patient and oncologist when a
biopharmaceutical product is replaced by a biosimilar product. There are ethical considerations and liability issues
created when arbitrarily switching drugs used in the treatment of major or life-threatening conditions without informed
consent of the patient or the primary caregiver's knowledge.

o

Patient Safety - Biosimilars have the potential to create a different response within a patient's body than the
original biologic product.

informed consent - An informed consent can be said to have been given based upon a clear appreciation
and understanding of the facts, implications, and consequences of an action. This cannot be achieved if the
pharmacist has switched drugs without the physician's knowledge.

Physician liability - In cases where a patient is provided insufficient information to make an informed
decision, serious ethical and liability issues arise. This is especially imperative when dealing with life-
threatening diseases.

Disjointed care - By personally and furtively switching cancer-fighting agents, pharmacists are removing the
oncologist, the person primarily responsible for the treatment of the cancer patient, from the clinical
therapeutic decision-making process.

Monitor adverse events — Healthcare providers require complete and accurate medical records to refer to
when treating patients, allowing them fo track medications and make informed decisions regarding adverse
events. Doctor notification is a simple measure that helps track whether patients are having adverse
reactions to biopharmaceutical products vs. newly-infroduced biosimilars.

Efficacy - Oncologists cannot determine the efficacy of biosimilars if they do not know who is receiving them.

The end goal is to make sure that we have a workable system, and that patient safety is of the highest order. If we do
not have a clear-cut ability to track individual products once they are marketed, it will be virtually impossible fo get at
the root cause of any problems that arise.

ISCO strongly recommends enforcing communication between pharmacists and primary care givers when
biopharmaceutical products are replaced by biosimilar products.

Sincerely,

Binay Shah, M.D.

President, Idaho Society of Clinical Oncology
Binay.shah@amail.com

15CO Corporate Office / 8805 N 145% I Ave, Suite 203/ QOwasso, OK 74055 / Phone (918) 274- 8374 / Fax (918) 274 8354

www.IDSCO.org / www.facehook.com/IDSCO
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January 16,2015

Idaho House of Representatives
State Capitol Building

Health and Welfare Committee
P.0.Box 83720

Boise, Idaho 83702-9103

(Via electronic delivery)

RE: Letter of comment for Proposed Board of Pharmacy Biosimilar Rules 27-0101-1401
Dear Members of House Health and Welfare Committee:

On behalf of the American College of Rheumatology, I would again like to express our concern
regarding the proposed rules related to the prescription of biological products and
interchangeable biological products. We believe a critical aspect of this issue is the timely
notification of changes in patient therapies, which helps to ensure patient safety. In the absence of a
requirement to notify in advance of dispensation, notification as early as possible will help to
ensure that if there is an adverse event or potentially dangerous immune response, the provider is
aware of what has changed. Because of this important consideration, we respectfully ask that the
rules be amended to include prior notification or at a minimum require notification within
three days of the prescription being filled.

Like with innovative biologic products, predicting how a patient will respond to a biosimilar or
interchangeable biologic may be challenging. Safety is a critical concern with any of these products
that directly impact the immune response in a patient. It is possible that small variations from the
original biologic may result in an immune response or other potentially serious side effect, which
could result in emergency room visits or hospitalizations. It is very encouraging that Idaho has an
opportunity to have guidelines in place to ensure patient safety through appropriate provider
engagement and notification, and we applaud you and your colleagues.

The ACR appreciates the opportunity to provide these comments. We are committed to advancing
excellence in the care of patients with arthritis and rheumatic and musculoskeletal diseases, which
includes serious conditions such as rheumatoid arthritis and other debilitating and potentially-
disabling rheumatic diseases. If we may assist you with any additional information or questions,
please contact Starla Tanner at stanner@rheumatology.org or by telephone at (404) 633-3777.

Thank you very much for the work you do and for your consideration of this request.

Sincerely,

/M/m//f%

E. William St.Clair, MD
President, American College of Rheumatology



27-p/a790

| Legislative Services Office
P Idaho State Legislature

Eric Milstead Serving Haho' s Glizen Legialalure

Director
MEMORANDUM
TO: Rules Review Subcommittee of the Senate Health & Welfare Committee and the House Health

& Welfare Committee
FROM: Legislative Research Analyst - Elizabeth Bowen

DATE: September 30, 2014
SUBJECT: Board of Pharmacy

IDAPA 27.01.01 - Rules Pertaining To The 1daho State Board of Pharmacy - Proposed Rule (Docket No.
27-0101-1401)

IDAPA 27.01.01 - Rules Pertaining To The Idaho State Board of Pharmacy (Fee Rule) - Temporary and
Proposed Rule (Docket No. 27-0101-1402)

IDAPA 27.01.01 - Rules Pertaining To The Idaho State Board of Pharmacy - Proposed Rule (Docket No.
27-0101-1403)

IDAPA 27.01.01 - Rules Pertaining To The Idaho State Board of Pharmacy - Proposed Rule (Docket No.
27-0101-1404)

IDAPA 27.01.01 - Rules Pertaining To The Idaho State Board of Pharmacy - Proposed Rule (Docket No.
27-0101-1405)

(1) IDAPA 27.01.01 - Rules Pertaining To The Idaho State Board of Pharmacy - Proposed Rule
(Docket No. 27-0101-1401)

The Board of Pharmacy submits notice of proposed rulemaking at IDAPA 27.01.01. The proposed rule
would allow biosimilar products to be substituted for a prescribed biological product, in order to be consistent
with federal law. There is no negative fiscal impact on the state general fund. Negotiated rulemaking was
conducted. The rule is consistent with the Board's authority under Section 54-1717, Idaho Code.

(2) IDAPA 27.01.01 - Rules Pertaining To The Idaho State Board of Pharmacy (Fee Rule) - Tempo-
rary and Proposed Rule (Docket No. 27-0101-1402)

The Board of Pharmacy submits notice of temporary and proposed rulemaking at IDAPA 27.01.01. The
temporary and proposed rule defines outsourcing facilities, creates a new registration category for outsourcing
facilities, establishes a registration fee, and establishes practice standards for outsourcing facilities. The pur-
pose of the temporary and proposed rule is to make Idaho's regulatory scheme consistent with the federal Drug
Quality and Security Act. There is no apparent negative fiscal impact on the state general fund. Negotiated
rulemaking was conducted. The rule is consistent with the Board's authority under Section 54-1717, Idaho
Code.

Mike Nugent, Manager Cathy Holland-Smith, Manager April Renfro, Manager Glenn Harris, Manager
Research & Legislation Budget & Policy Analysis Legislative Audits Information Technology
Statehouse, P.O. Box 83720 Tel: 208-334-2475

Boise, Idaho 837200054 www.legislature.idaho.gov
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Intro:
Page #228 in your pending rules book.

270101-1401. Congress has created a new pathway for drug approval.
These new drugs are collectively known as biosimilars and, by federal
law and this pending rule, they must be highly similar to a specific
reference biological product that is already an FDA approved drug.
Biological products are large complicated molecules, as compared to
most drugs which are generally easier to manufacture. Biological
products are produced by living cells, and slight variations may exist
from batch to batch within the brand name manufacturing process. As
these molecules are so complicated and it’s impossible to make an
exact replica of a slightly moving target, generic drugs can not be made.
Drugs work in the body by attaching to receptor sites, and only a small
portion of the large biological product attaches to the receptor site.
Generally speaking, creating an exact replica of a biological product is
not necessary, if the part that adheres to the receptor site fits correctly.
Not only do biological products have to be proven highly similar to a
specific reference biological product in order to gain FDA approval, but
they have to be proven safe and effective. Generic drugs do not have
to prove that they are safe and effective, as their reference product’s
drug studies are utilized for generic FDA approval. The FDA approval
for biosimilars is certainly a rigorous one, and I’'m not aware of any
opposition to it.

Federal law allows for a provision that goes beyond simply approving a
biosimilar... by determining that the licensed biolsimilar is
interchangeable with the referenced biological product. This docket of
rules establishes the Idaho parameters for biosimilar interchange.
Certain aspects of such interchangeability have become controversial.



Many states do not have to promulgate rules in order to substitute an
FDA approved interchangeable biosimilar. Their rule language is more
general, such as allowing substitution for “similar” drug products, which
allows generic selection AND interchangeable substitution. Idaho’s
generic selection is specific to products listed in the FDA’s Orange book.
The FDA publishes all licensed biological products in the Purple Book.
Therefore, rule promulgation is necessary in Idaho to allow substitution
of FDA approved interchangeable biosimilars.

Efforts have been very successful in undermining the FDA biosimilar
approval process, establishing fear that products that are only similar
(and not exact) will potentially not work as well or cause potentially
unwanted side effects. In reality, the FDA has established incredibly
high standards for biosimilar interchangability including:

e biosimilars can be expected to produce the same clinical result
as the reference product in any given patient; and

e the safety and reduced efficacy risks of alternating or
switching are not greater than with repeated use of the
reference product.

The FDA is traditionally a VERY conservative agency. The Board trusts
that the FDA will not approve interchangability unless the products
meet these extremely high standards.

The Board heard from patient advocacy groups and prescribing groups
that utilize biological products at the Board’s two public negotiated rule
making sessions. The Board also heard over 50 pieces of public
comment on the topic, more than the Board received when rewriting
our entire set of rules...78 pages...in 2012. Negotiated rulemaking
works! The Board altered much of their draft language and then
altered much of their proposed language, pursuant to public comment,



to produce the pending rules before you. Much of the comment
received was in support of the Board’s proposal, but more of it was
opposed. Again, the Board trusts the rigorous process that Congress
and the FDA developed for the approval of biosimilars.

Many biosimilars have been available in the European market for
decades, so these are often not unproven drugs. Biosimilars are
typically expensive, injectable drugs. The Rand Corporation predicts
that biosimilars will lead to a $44.2 billion dollar reduction in spending
on biologic drugs in the United States over the next decade. Just last
week an FDA panel unanimously approved the first biosimilar, and the
FDA is expected to accept their report and license the first biosimilar in
the United States later this year.

If this pending rule before you is defeated via concurrent resolution,
biosimilar substitution will not be allowed in Idaho. We will be more
restrictive than the federal government and we will not realize the full
cost savings that biosimilars will provide. Thus, this promulgation is
supported by groups like Blue Cross of Idaho, Regence Blue Shield of
Idaho, Select Health, Pacific Source Health Plans, the National
association of Chain Drug Stores, CVSHealth, Express Scripts, the
Academy of Managed Care Pharmacy, the Pharmaceutical Care
Management Association, The Idaho State Pharmacy Association, Idaho
Retail PharmacyCouncil, and Mylan. The Board of Pharmacy does not
often consider the financial aspect of the law. Our job is to protect
public safety, not to save the state and its citizens money, but when
healthcare costs prevent care from being administered at all, cost
becomes a public safety issue.

Back to the language within the docket in front of you. After defining
the various terms that | have used today, you will find pending changes
to rule 130: drug product substitution. | don’t often read changes word



for word, but for such a big topic, the language is short, so | will this
time.

04. Biosimilars. A pharmacist may substitute an interchangeable
biosimilar product for a prescribed biological product if:

a. The biosimilar has been determined by the FDA to be
interchangeable and published in the Purple Book; ()

b. The prescriber does not indicate by any means that the prescribed
biological product must be dispensed; and ()

¢. The name of the drug and the manufacturer or the NDC number is
documented in the patient medical record. ()

Opponents of this rule promulgation want to add, what the Board has
determined to be an unneeded hindrance to FDA approved biosimilar
interchangability: What is referred to as “notification” or
“communication”. These opponents will have you believe that without
this provision a pharmacist will substitute an interchangeable biosimilar
and the prescriber will not know what has been dispensed.

As previously mentioned, biologic drug therapy is very expensive. Third
party payers, “insurance companies”, and Medicaid typically do not pay
for biologic drug therapy without a prior approval process. One
physician testified at one of our negotiated rulemaking sessions that
the prior approval process is often 6 weeks long. Certainly a physician
is notified of the drug to be dispensed during the lengthy prior
authorization process by the third party payer.

Also, the Idaho Health Information Exchange typically contains all data
on dispensed drugs that are paid in full or in part by a third party payer.
While the IHIE might not be as robust and used as often as all would
like, the Board heard testimony that it typically contains 89% of all



dispensed prescriptions. The 11% that is missing are prescriptions that
were paid for by cash, not typically expensive biologic drugs. Thus,
there already is a common electronic system available to communicate
what was dispensed, and it has 2,500 current users.

Biologics are not tablets that might get separated from the labeled vial
they are dispensed in; these are injectable drugs, whereby every
syringe is clearly labeled by the manufacturer with the identity of the
product.

Proponents of a notification requirement will have you believe that
communication is as easy as sending an e-mail, however this is also not
true, as such an electronic transmission is often not HIPPA compliant.

Although the Board heard from Idaho patients and Idaho physicians,
this is certainly a national effort. First, three states passed a bill
requiring notification. Then, three states passed a bill requiring
notification, but establishing a sunset, because they were not sure that
notification should be required. Then, MA passed a law that defined
notification as an accurate record in a pharmacy computer- not much
of a notification requirement. Finally, FL passed a law without a
notification provision, like the rule before you. Additionally, several of
the state legislatures that | mentioned earlier, states that did not have
to pass a rule to allow for biosimilar substitution, have rejected
attempts to pass a bill that required notification. As this process
unfolds, states are establishing that they don’t legislate to potential
fears and unfounded possibilities.

In conclusion, this pending docket of rules is the result of intense
negotiated rulemaking. Most negotiated rulemaking results in
compromise...meeting in the middle on an issue. The Board has done
that. The changes due to public comment from the original draft that
was distributed before the August 2014 negotiated rulemaking session
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to the printing of proposed language were substantial. The changes
due to public comment on the printed proposed language were
substantial, creating the negotiated pending language before you. The
Board’s vote was unanimous. The Board firmly believes that this
pending rule protects public safety and avoids implementing road
blocks to saving the state of Idaho and its citizens health care dollars.
The Board firmly believes that pharmacists should not have to
participate in a duplicative act of communication that is not required by
the Federal government.

The Board has received zero opposition to the language that is
contained within the rule before you. This is a good rule. The
opposition is to what the rule does not contain. It will most likely be
years before an interchangeable biosimilar gains FDA approval. Thus,
we have years to determine if notification should be required and what
such a requirement might look like. With that | urge you to pass docket
27-0101-1401, and | will stand for questions.

O
/E:cket(27.0101.1402 starts on page 43 in your pending fee rule book.
hf\e 2013, the federal compounding quality act created a new drug
outlet\"ty.pe: the outsourcing facility. These facilities compound drug
product and distribute the product to practitioner’s for in office
administratio'h.__As Idaho had no such registration category, a
temporary rule was promulgated. Currently about 100 outsourcing
facilities are federally registered at $15,000 per. None are located in
Idaho, but they distribute into Idaho. Fees were established at the
statutory maximum of $500 for initial registration and S250 for
renewal. Registration application re'q'uirements include being federally
registered, the identity of an Idaho registered or licensed pharmacist in
charge, and a qualified inspection report. As most of outsourcing



Idaho Medical Association

July 28, 2014

Idaho Board of Pharmacy

1199 W. Shoreline Ln., Ste. 303
PO Box 83720

Boise, ID 83720-0067

Re:  Comment on Idaho Board of Pharmacy
Rule Change Regarding Biologics and Biosimilars

The Idaho Medical Association is the preeminent statewide professional association
representing approximately 2,000 Idaho physicians as well as several hundred physician
assistants and nurse practitioners. We thank you for the opportunity for IMA to comment
on the Board of Pharmacy’s proposed rule on interchangeable biologic substitution. For
our members who prescribe biologics the potential in the near future to have FDA
approved, lower-cost interchangeable biosimilars available to patients is an exciting
development.

It is our understanding that the FDA could approve the first biosimilar as soon as 20135.
We also understand that the FDA can designate a biosimilar as “interchangeable” with an
original biologic product. This is important given biologics are complex medicines made
from living organisms with no two biologic medicines being exactly the same.

Because of these variations and the complexity of the conditions for which these
medicines are prescribed, the IMA asks the Board of Pharmacy to incorporate the
following points as you promulgate the rule on interchangeable biologic substitution:

Comment 1 — FDA Approved Interchangeable Biosimilars: We agree that the
appropriate safeguard for substitution is FDA approved interchangeable biosimilars as
defined in the proposed rule. As biosimilars are not exact copies, deferring to this higher
level of review by the FDA is critical to ensuring physician confidence in permitting
substitution of an available interchangeable biosimilar.

Comment 2 — Provide Biosimilars with the Same Safeguards as Generics: Again, it is
important to note that biosimilars — even interchangeable biosimilars — are not exact
copies like generic drugs. As such, the regulatory safeguards around interchangeable
biosimilar substitution should be equal to, and ideally more than, the safeguards that are
currently required for generic substitution. There are two important safeguards set forth



in generic substitution regulation with one allowing for prescriber autonomy and the
other requiring record retention (see Idaho Administrative Code — Board of Pharmacy
Section 131 — Drug Product Selection (01) and (02)). Neither of these safeguards is
currently included in the proposed rule.

In order to ensure physician utilization and confidence in interchangeable biosimilars,
physicians must have ultimate discretion over when a substitution can be made, as well as
confidence there will be accurate documentation if a substitution occurs. If a physician
believes that a brand is medically necessary then that brand shall be dispensed. Only if
the physician does not specify a brand, can a biosimilar be dispensed by the pharmacist.
The proposed rule should be amended to include these two important safeguards.

Comment 3 — Patient Counseling: The Board of Pharmacy already has provisions in
both regulation and in statute that address patient counseling about the medicines they are
taking. Under the proposed rule these patient protections would not apply to
interchangeable biosimilars. The proposed rule needs to be amended to clarify that these
requirements also apply to interchangeable biosimilars.

Comment 4 — Physician Communication: Due to the complexity of these products and
the chronic nature of the patient population that are typically prescribed these products, it
is imperative that the prescribing physician is made aware of the product dispensed once
the substitution is made. There are many ways in which this information can be
communicated to the physician or entered into the patient’s medical record. Having this
communication is a key component to any regulation governing interchangeable
biosimilar substitution. This communication ensures an accurate patient record, but even
more importantly, ensures we have informed patients and physicians which we know is
critical to providing high quality, cost effective care.

Thank you once again for bringing this regulation forward as it is very timely. Let us
know how the IMA can work more closely with you and the board as the regulation
moves forward. We would appreciate the opportunity to discuss with you our comments
and how best to get them incorporated into the final regulation.

Sincerely,

Susie Pouliot
Chief Executive Officer
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GPhA

Geanaric Phamacsutical Associlation

New Fall 2014 Compromise Language

Within a reasonable time following the dispensing of a biological product, the dispensing pharmacist or the
pharmacist’s designee shall communicate to the prescriber the specific product provided to the patient,
including the name of the product and the manufacturer. The communication shall be conveyed by making an
entry in an interoperable electronic medical records system or through an electronic prescribing technology or a
pharmacy record that is electronically accessible by the prescriber. If no such system is available between the
pharmacist and prescriber, the pharmacist shall communicate the biologic product dispensed to the prescriber,
using facsimile, telephone, electronic transmission, or other prevailing means, provided that communication
shall not be required where:

e There is no FDA-approved interchangeable biologic for the product prescribed; or
¢ a refill prescription is not changed from the product dispensed on the prior filling of the prescription.
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AMENDED AGENDA #1
SENATE HEALTH & WELFARE COMMITTEE

3:00 P.M.
Room WW54
Tuesday, January 27, 2015
SUBJECT DESCRIPTION PRESENTER
Welcome and Introductions Chairman Heider
Presentation Award Presentation by the Idaho Suicide Jeni Griffin,
Prevention Council for Suicide Prevention and Executive Director,
Suicide Prevention Action Network of Idaho SPAN; Executive
(SPAN) Idaho Member, Idaho Council

for Suicide Prevention

Presentation Idaho Suicide Prevention Council Dr. Linda
Hatzenbuehler Chair,
The Idaho Council on
Suicide Prevention

Presentation Optum - Idaho Behavioral Health Plan Update Colby Cameron

BUREAU OF OCCUPATIONAL LICENSES

Docket No.
24-1001-1401

Roger Hales

Rules of the State Board of Optometry Administrative Attorney

Docket No. Rules of the Idaho Licensing Board of Professional Roger Hales
24-1501-1401  Counselors and Marriage and Family Therapists =~ Administrative Attorney

Docket No.. Rules of the Speech and Hearing Services Roger Hales
24-2301-1401  Licensure Board Administrative Attorney
Docket No. Rules of the Idaho Board of Midwifery Roger Hales
24-2601-1401 Administrative Attorney
Docket No. Rules of the Idaho Board of Midwifery Roger Hales
24-2601-1402 Administrative Attorney
Docket No. Rules of the Idaho State Board of Message Roger Hales
24-2701-1401  Therapy Administrative Attorney

If you have written testimony, please provide a copy of it to the committee
secretary to ensure accuracy of records.

COMMITTEE MEMBERS COMMITTEE SECRETARY
Chairman Heider Sen Tippets Erin Denker

Vice Chairman Martin Sen Lee Room: WW35

Sen Lodge Sen Schmidt Phone: 332-1319

Sen Nuxoll Sen Lacey email: shel@senate.idaho.gov

Sen Hagedorn
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Tuesday, January 27, 2015
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Chairman Heider, Vice Chairman Martin, Senators Johnson(Lodge), Nuxoll,
Hagedorn, Tippets, Lee, Schmidt, and Lacey

None

The sign-in sheet, testimonies and other related materials will be retained with
the minutes in the committee's office until the end of the session and will then be
located on file with the minutes in the Legislative Services Library.

Chairman Heider welcomed everyone to the Health and Welfare Committee
(Committee). The meeting convened at 1:30 p.m.

Jeni Griffin, Executive Director, Suicide Prevention Action Network of Idaho
(SPAN); Executive Member, Idaho Council for Suicide Prevention (ICSP). She
began her presentation stating that SPAN is a suicide prevention organization.
Their mission is to provide leadership in the prevention of suicide. In September at
the State Suicide Prevention Conference recognition was given to individuals who
had made a difference in Idaho's suicide prevention program. Senator Hagedorn
was unable to attend that function so they presented his award at this Committee
meeting.

Ms. Griffin stated that Senator Hagedorn has been a great advocate for suicide
prevention and a supporter of the Idaho Suicide Prevention Hotline. He understands
the need for more preventative efforts and the importance of support from the State.
He also recognizes the importance of helping those with mental health issues who
think their only option is suicide. More efforts, like Senator Hagedorn's, are needed
to help fulfill the Health and Welfare Mission statement which is to promote and
protect the health and safety of all Idahoans. Ms. Griffin then presented the award
to Senator Hagedorn.

Chairman Heider asked Senator Hagedorn to make a few comments. Senator
Hagedorn shared that one of the important reasons he became a supporter of
suicide prevention is because the nation is losing 22 veterans a day to suicide.
Combined with the fact that Idaho ranks at the bottom of the list in suicide prevention
caused him to recognize something needed to be done. He is appreciative of what
they are doing to help the citizens of Idaho. He congratulated SPAN and ICSP on
their important efforts. (see attachment 1). Chairman Heider complimented both
Senator Hagedorn and Ms. Griffin on the work SPAN is doing.

Chairman Heider turned the time to Dr. Linda Hatzenbuehler for her presentation.



PRESENTATION: Dr. Linda Hatzenbuehler, current Chair of the ICSP, began her presentation
by recognizing Kathy Garrett, the founding chair of ICSP. Dr. Hatzenbuehler
described the demographics of ICSP. It consists of a statewide group of people
limited to about 20 individuals including mental health professionals, Health and
Welfare employees, and survivors. Survivors include attempt survivors and family
members of those who have died by suicide. The purpose of the ICSP is to oversee
the implementation of the Idaho Suicide Prevention Plan (ISPP). Idaho has a great
need for this type of program. The State is always one of the highest suicide rate
states in the nation. In 2013, Idaho's suicide rate was 7th highest in the 50 states,
and ldaho's average was 47 percent higher than the national average. Suicide is
the second leading cause of death for young Idahoans ages 15 to 34, especially
for males age 10-14. Also in 2013, 16 percent of Idaho youth reported seriously
considering suicide, 7 percent reported having made at least 1 attempt on their own
lives. Dr. Hatzenbuehler continued by stating there is significant economic impact
related to suicide and attempted suicide. It is estimated that suicide attempts
result in an annual cost of $36 million as well as costs involved with medical care
and losses in lifetime productivity. The progress made on the goals of ISPP are
highlighted in the Annual Report (see attachment 2).

Chairman Heider welcomed Kim Kane who accompanied Dr. Hatzenbuehler for
the presentation. Ms. Kane indicated that she would be talking about the Idaho
Lives Project and Sources of Strength. The Idaho Lives Project is a joint partnership
between the State Department of Education and SPAN of Idaho funded by a three
year grant from the Substance Abuse and Mental Health Services Administration
(SAMHSA). The core of the program is called Sources of Strength. Research has
shown young people turn to their peers first when they are contemplating suicide.
In order to have youth able to help their peers, they must be trained by people who
know what they are doing when dealing with suicidal youth. Schools who are part
of the Idaho Lives Project have their entire staff trained. Behavioral health providers
in the community must also be trained to know how to help people who need
ongoing treatment. This program is bringing the leading expert in the nation on
suicide assessment and management to Idaho to train personnel who are included
in the lIdaho Lives Project. Provisions have been made to make this training
statewide. Idaho Lives Project also trains college staff and resident assistants upon
request. "Shield of Care" is another best practice suicide prevention program that is
designed especially for juvenile justice environments. Training is being provided for
staff and some of the youth in these facilities.

Currently, they are in the 5th quarter of a 12 quarter project and have made
significant progress in training professionals in several different areas. They

will train 36-40 schools in the 3 year grant period. There is ongoing training in
appropriate suicide prevention techniques. Sources of strength is based on the
principles of hope, help and strength. Students of the program come out knowing
their strengths, knowing how they can turn to trusted adults and having a sense
of resiliency.

Dr. Hatzenbuehler turned the time to John Reusser, Director of the Idaho Suicide
Prevention Hotline (Hotline). Mr. Reusser began his presentation with a brief
history of the Hotline stating it had been in operation for over 2 years and 24 hour
phone response was achieved on their 2 year anniversary. They currently have 47
trained volunteers. All calls are covered by them with the exception of the overnight
service. Training includes 46 hours of training and shadowing before the first call is
answered. There is a phone room supervised by a master's level clinician around
the clock and silent phone monitoring is used on incoming calls. Volunteers are
asked to commit to a four hour shift every week for one year. The Hotline has
answered over 4,000 calls since launch. At least 200 of these calls have been
rescue calls where the caller had already decided not to be saved and where they
had already self -harmed. These calls are counted as lives saved. The Hotline has

SENATE HEALTH & WELFARE COMMITTEE
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PRESENTATION:

begun training programs at various agencies where distressed callers often call
such as the Tax Commission. Webcasts of the training were provided to all of the
state field offices. More collaborations such as this one are being planned. The
Hotline has volunteers aged 15-19 and the oldest volunteers fall into the 55-65 age
bracket. One 2015 goal of the Hotline is to initiate a text response service since
that is such a popular communication means for the younger, most vulnerable age
group. The Ambassador Program works with SPAN and the National Alliance on
Mental lliness to get the word out about the value of the Hotline (see attachment 3).

Dr. Hatzenbuehler explained that Idaho can't be satisfied with being in the top ten
in suicide prevention. She suggested two goals for preventing suicide. Number
one is to strive for zero suicides in the State of Idaho. Also, she suggested that
Idaho needs to approve and increase affordable mental health care and decrease
the stigma associated with accessing that care. She thanked the Committee for
letting her present.

Chairman Heider asked if there were any questions. Senator Tippets asked why
Idaho ranks so high for suicide. Kim Kane responded that the Mountain West

is high in per capita suicide. Three reasons for that are: (1) access to effective,
affordable, geographically accessible mental health care., (2) culture of rugged
individualism, (3) access to guns. It is well proven that there is a strong correlation
between states with the highest suicide rates and a high percentage of gun owning
households. If someone is at risk in a home, get the guns out of the house.

Becky diVittorio, Executive Director Optum Idaho, gave a brief overview of
Optum's role in Idaho. The goal of Optum is to link people to the care they need
based on nationally recognized evidence-based medical practices. This program
will require change. Change is hard but it is worth the challenges it presents. She
introduced Craig Herman, Senior Vice President of Optum. He oversees the work
performed by Optum. She also introduced Dr. Dennis Woody, clinical director
Optum Idaho. Dr. Woody's role is to lead Optum's clinical program to ensure people
are getting high quality and appropriate services.

Optum was hired to advance Idaho's system of care and to take it to the next level
in partnership with the State. Optum is currently serving more than 265,000 people
in the ldaho Behavioral Health Plan. Evidence-based practice means the care
people receive aligns with best practices established and successfully proven by
the national medical and behavioral health communities. Clinical excellence will
continue to enhance the reliable use of evidence based practices. Optum will offer
care management training to help everyone understand their role in the system.
Some steps are being taken to improve the authorization for services process,
increase provider outreach meetings and add more clinical staff. The number of
members accessing individual therapy in Idaho increased 36 percent, family therapy
has tripled and care coordinators help 500 people each month access services.

Another important component in this program is partnering with Idahoans in their
communities. People want to feel empowered to make their own decisions for their
recovery and to help develop a plan to aid in that recovery. Optum partnered with
the State to remove the requirements that members need to have a primary care
physician referral to access behavioral health services. Optum also created a new
24/7 Member Crisis and Access Line for Medicaid members which has proved to be
very beneficial. More than 8,600 members have been referred to services in their
community. In addition, mental health first aid trainings resulted in more than 100
people throughout Idaho understanding how to help someone experiencing a crisis.
A good example of the Mental Health First Aid program is the Speedy Foundation.
It is a nonprofit organization that is dedicated to understanding mental iliness,
preventing suicide and fighting stigma through education, research and advocacy.

SENATE HEALTH & WELFARE COMMITTEE
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Provider collaboration is the next component in system transformation. Optum
works very closely with providers to ensure that people get the care that they need
in their communities. Optum reaches out to providers to provide additional support
and resources so they can fully participate in the system. Optum created a tool to
give providers access to additional training to keep their licenses current. Additional
steps were taken to help ease the administrative burdens on providers.

Peer support is a good example of an enhancement Optum added to Medicaid.
Peer support is a nationally recognized program supported by national behavioral
health organizations like SAMSHA. This program has been shown to increase

an individual's understanding of their own mental health or substance abuse use
challenge, recovery and access to care. Peer support links a trained specialist who
has managed his own behavioral health issue with someone who is facing one
now (see attachments 4 and 5). Ms. diVittorio thanked the committee for the
opportunity to present to them.

Chairman Heider asked for questions.

Senator Nuxoll indicated that she had received many negative reports about
Optum. She asked if they had removed or changed a part of the program. Ms.
diVittorio responded that they had not changed the benefits available to members
except to add benefits such as peer support services and community transition
support services. Ms. diVittorioindicated that the change she referred to is the
change with evidence-based practice. Two services that they always require are
prior authorization and a clinical review of the patient. These are based on looking
at what the individual needs are and making sure they get those services.

Senator Hagedorn referred to various statistics of services being provided and
asked if the numbers were going to increase and what the plan was to increase
them. Ms. diVittorio stated that there were 86,000 people who called the 24/7
access line asking for support. Members do not need a referral to access services
making support more accessible. Information is sent to members through a plan
handbook. They are also offered outreach, staff and website support.

Senator Hagedorn said that 90 percent of members are satisfied with the provider
network and 10 percent are not satisfied. He questioned how Optum plans to
satisfy that 10 percent. He also asked if they have satisfaction levels available

to the public. Ms. diVittorio responded that they do have a provider of quality
program support. Audits are also taken. If a member complains, they use that
information to follow up with the provider and see what is going on. They work with
members through the survey process to identify things they can work on.

Senator Nuxoll asked which of the evidence based practices were excluded. Ms.
diVittorio said the focus is helping the providers deliver the services that are known
to work for an individual situation. A service wasn't necessarily excluded, but it's
more looking at the individual and what is needed for their situation..

Chairman Heider thanked Becky and her team for their presentation.
Chairman Heider passed the gavel to Vice Chairman Martin.

Roger Hales, Administrative Attorney, presented Docket No. 24-1001-1401

on behalf of the Idaho Board of Optometry (Board). He said the Board is a
self-governing, self-supporting board that regulates the practice of optometry in
Idaho. The rules change the reporting date for a licensee's continuing education.
Effective January 1, 2017, the time frame for obtaining continuing education will
change from a licensee's birth date to a calendar year (see attachment 6). Vice
Chairman Martin asked for questions and/or testimony on this docket.

SENATE HEALTH & WELFARE COMMITTEE
Tuesday, January 27, 2015 — Minutes — Page 4



MOTION:

DOCKET NO.
24-1501-1401:

MOTION:

DOCKET NO.
24-2301-1401:

MOTION:

DOCKET NO.
24-2601-1401:

Senator Hagedorn moved to approve Docket No. 24-1001-1401. Senator Lacey
seconded the motion. The motion carried by voice vote.

Roger Hales on behalf of the Board of Professional Counselors and Marriage

and Family Therapists (Board), presented Docket 24-1501-1401.The Board is
self-governing and self-supporting, and it regulates the professions of counselors
and marriage and family therapists in ldaho. This rule adopts the 2014 version of
the American Counseling Association Code of Ethics. This version modernizes
these ethics and takes into consideration electronics. This would reflect the version
of ethics currently being taught to students in counseling programs. The current
code that is in effect dates back to 2005 (see attachment 7).

Senator Hagedorn moved to approve Docket No. 24-1501-1401. Senator Lee
seconded the motion. The motion carried by voice vote.

Roger Hales on behalf of the Idaho Speech and Hearing Services Board (Board)
presented Docket No. 24-2301-1401. Board is a self-governing, self-supporting
board that regulates the practice of audiology, speech language pathology, and
hearing aid dealers and fitters in Idaho. Last year the Legislature passed HB 357,
which amended the definition of a quorum. The law change provides that a quorum
can be established if at least one member of the relevant profession is present when
taking action that affects the profession, its applicants, or licensees. Proposed rules
are being revised to comply with the new law change (see attachment 8).

Senator Nuxoll moved to approve Docket No. 24-2301-1401. Senator Heider
seconded the motion. The motion carried by voice vote.

Roger Hales on behalf of the Idaho Board of Midwifery, presented Docket No.
24-2601-1401. These rules are brought by the Idaho Board of Midwifery. These
proposed rules make changes based upon a law passed last year, HB 438.
These proposed rules track the law change that was passed last year. Rules
were reviewed by interested individuals and there have been no objections (see
attachment 9).

Senator Tippets had a language question referring to the transfer or termination of
care by a midwife who deems it necessary to transfer or terminate care pursuant to
the laws and rules of the board. He has concern that carte blanche is being given
to a midwife to transfer or terminate care for any reason. He assumes there are
reasons someone could inappropriately terminate care. Mr. Hales stated that the
language is verbatim from the law that passed last year. He indicated that there are
times when the patient may not follow the midwife's directions so there may be a
good reason to terminate that care. Paula Wieens, a member of the Idaho Board
of Midwifery, said that there are cases that can be identified that don't necessarily
need to go on a list, where the provider would transfer the care. A client may not
be paying for her services or showing some sort of warning that she would not be
an appropriate candidate for midwifery care. The midwife may choose to transfer
her care to a more appropriate form of care. Midwives tend to develop close
relationships with clients. There are instances when the midwife has decided to
terminate the care of a client and to transfer her to the care of a physician. The
client has chosen not to seek the same care. This leaves the midwife in a tenuous
situation. If the midwife has done all she can to make the transfer, is there any
responsibility on the part of the midwife? Senator Tippets said there are reasons
why they should make the transfer. He verified that the language was in last
year's bill. Vice Chairman Martin said he had similar concerns last year, but

felt comfortable in passing the bill. Senator Nuxoll commented that it is not the
problem of transferring, it's the problem of not transferring. The problem is usually
that the doctors are unhappy that they are not transferring (see attachment 9). Vice
Chairman Martin asked for any other questions or comments from the audience.

SENATE HEALTH & WELFARE COMMITTEE
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MOTION:

DOCKET NO.

24-2601-1402:

MOTION:

DOCKET NO.
24-2701-1401

MOTION:

PASSED THE
GAVEL:

ADJOURNED:

Senator Nuxoll moved to approve Docket No. 24-2601-1401. Senator Lee
seconded the motion. Motion carried by voice vote.

Roger Hales, on behalf of the Idaho Board of Midwifery, Docket No. 24-2601-1402.
These rules are also presented by the Idaho Board of Midwifery. Rules relate to
conditions when a midwife must facilitate the immediate transfer of a newborn to a
hospital. They also relate to conditions when midwives must consult with a pediatric
provider. On page 224 the conditions are listed and have been vetted and approved
by the medical association and the board. Also on page 224 the conditions are
listed when a midwife must consult a pediatric provider (see attachment 10).

Senator Hagedorn moved to approve Docket No. 24-2601-1402. Senator Nuxoll.
seconded the motion. The motion carried by voice vote.

Roger Hales, on behalf of the Idaho Board of Massage Therapy (Board), presented
Docket No. 24-2701-1401. These rules clarify a continuing education course
and also clarify supervision. The rule deletes approved courses that involve light
therapy. Where they are prohibited from performing light therapy, the Board felt it
inappropriate to give continuing education credit for courses dealing with such
therapy and continue with continuing education in areas that they could practice.
On page 227 the Board has clarified "supervision". There have been questions
about different types of supervision. Clinical work by a student requires direct
on-site supervision. Field work requires that the supervisor be available, but not
on-site (see attachment 11). Senator Hagedorn asked what the definition of light
is. Mr. Hales stated that it was clear under the Massage Therapy Act that they are
prohibited from practicing light therapies. It may extend to infra-red light, but he
wasn't sure.

Linda Chatburn, Massage Therapy Board member, said that the umbrella term
is light, but that it includes infrared light, red light, and blue laser light. They are
effective methods but do not fall under the terms of massage therapy.

Senator Lee moved to approve Docket No. 24-2701-1401. Senator Tippets
seconded the motion. The motion carried by voice vote.

Vice Chairman Martin passed the gave back to Chairman Heider. Chairman
Heider thanked everyone for participating and for their input.

There being no further business at this time, Chairman Heider adjourned the
meeting at 4:27 p.m.

Senator Heider
Chair

Erin Denker
Secretary

Sharon Pennington
Assistant Secretary

SENATE HEALTH & WELFARE COMMITTEE
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Talking Points
Docket No. 24-2301-1401

Idaho Speech and Hearing Services Board

These rules are brought by the Idaho Speech and Hearing Services Board. The Board
is a self-governing, self-supporting board that regulates the practice of audiology,
speech language pathology, and hearing aid dealers and fitters in Idaho.

The Board is served by the Idaho Bureau of Occupational Licenses.

Last year the Legislature passed House Bill 357, which amended the definition of a
quorum of the Board. The law change provides that a quorum can be established if at
least one member of the relevant profession is present when taking action that affects
the profession, its applicants, or licensees.

These proposed rules are being revised to comply with the new law change.

These rules were discussed at an open and noticed meeting of the Board.

There has been no opposition to these rules.
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Talking Points
Docket No. 24-2601-1401

Idaho Board of Midwifery

The rules are brought by the Idaho Board of Midwifery.

The Board is a self-governing, self-supporting board that regulates the practice of
midwives in the state of Idaho.

The Board is served by the Idaho Bureau of Occupational Licenses.
These proposed rules make changes based upon a law passed last year, Bill 438.
Review the rules.

* The rules were reviewed by the Idaho Medical Association and the Idaho
Midwifery Council; there have been no objections or concerns.

Docket No. 24-2601-1402 2
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These rules are also presented by the Idaho Board of Midwifery. The rules were

prepared by a consensus of the Idaho Midwifery Council, the Idaho Medical
Association, and the Board.

These rules relate to conditions when a midwife must facilitate the immediate transfer
of a newborn to a hospital. They also relate to conditions when midwives must
consult with a pediatric provider.

Review rules.

These rules were discussed at an open noticed meeting of the Board.

There has been no opposition to these rules.
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Suicide in Idaho: Fact Sheet
January 2015

¢ Suicide is the 2" leading cause of death for Idahoans age 15-34 and for males age 10-14.
(The leading cause of death is accidents.)

e Idaho is consistently among the states with the highest suicide rates. In 2013 Idaho had the 7th

highest suicide rate, 47% higher than the national average.

In 2013, 308 people completed suicide in Idaho; a slight increase from 2012,

Between 2009 and 2013, 79% of ldaho suicides were by men.

In 2013, 65% of Idaho suicides involved a firearm. The national average is 51%.

15.8% (1 in 7) of Idaho youth attending regular public and charter high schools reported seriously

considering suicide in 2013. 7.0% (1 in 14) reported making at least one attempt.

e Between 2009 and 2013, 85 Idaho school children (age 18 and under) died by suicide. Fifteen of
these were age 14 and under.

e ltis estimated that suicide attempts in Idaho result in $36 million in costs annually. Idaho’s costs for
suicide completions annually is over $850,000 in medical care alone, and $343 million in total
lifetime productivity lost.

e In 2012, there were 40,600 deaths by suicide in the United States, an average of 1 person every 13
minutes.

Idaho Resident Suicides by Region — 2013

Tot. # suicides

Region Anchor City Suicides  Rate (per 100,000) Population 2009-2013  5-yr Avg Rate
1 Coeur d’'Alene 41 18.8- 217,551 234 21.8
2 Lewiston 18 16.9- 106,588 105 19.8
3 Nampa 56 21.3* 263,411 228 17.8
4 Boise 77 16.8- 459,035 353 15.9
5 Twin Falls 41 21.7* 188,860 195 21.0
6 Pocatello 44 26.1* 166,138 175 21.1
7 Idaho Falls 31 14.7- 210,553 198 19.1

increase from 2012, - decrease from 2012

Idaho Suicides by Age/Gender 2009-13  Method 2009-13 Idaho Suicide Rates 2001 — 2013

Over 5 year period (all ages)
Age Total Male Rate Female Rate Year Number ID Rate US Rate
<15 15 12 4.0 3 1.1 Firearm 64.95% 2001 213 16.1 10.8

15-24 219 172 20.8 47 8.5 Poisoning  17.5% 2002 203 151 11.0
25-34¢ 202 168 31.3 34 6.6 Suffocation 12.3% 2003 218 16.0 10.9
35-44 262 193 394 69 145 Cut/Pierce 7% 2004 239 17.2 1.1

45-54 321 244 479 77 15.0 Fall 1.3% 2005 225 15.7 11.8
55-64 243 184 400 59 126 Other 3.2% 2006 218 14.9 11.2
65-74 119 103  36.1 16 54 2007 220 14.7 11.5
75-84 68 63 44.8 5 3.0 2008 251 16.7 11.9
85+ 39 34 72.3 5 6.0 2009 307 19.9 12.0

2010 209 18.5 124
2011 284 17.9 12.7
2012 299 18.7 12.9
2013 308 19.1 13.0
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Moving Toward Zero Suicides In Idaho

Report to Governor C.L. “Butch” Otter
December 2014

Idaho Council on Suicide Prevention
Linda Hatzenbuehler, Chair
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IDAHO COUNCIL ON SUICIDE PREVENTION
2014 REPORT TO THE GOVERNOR

Executive Summary

As indicated in the original Executive Order, established by Governor Otter in 2010, the purpose
of the Idaho Council on Suicide Prevention (ICSP) is to:
A. Oversee the implementation of the Idaho Suicide Prevention Plan;
B. Ensure the continued relevance of the Plan by evaluating implementation and developing
changes and new priorities to update the Plan;
C. Be a proponent for suicide prevention in Idaho; and
D. Prepare an annual report on Plan Implementation for the Governor and Legislature.

The ICSP was developed because death by suicide remains a significant public health concern in
Idaho as indicated by the following statistics:

1. Idaho consistently ranks among the top 10 states in the country with the highest number
of completed suicides per capita. In 2013, 308 people completed suicide in Idaho, an
increase from 2012. "

2. Inthe five years from 2009 through 2013, 85 youth age 18 and younger and 134 youth
age 19 — 24 died by suicide in Idaho. The Idaho Youth Risk Behavior Survey consistently
shows that 1 out of 7 Idaho high school students report seriously considering suicide, 1
out of 8 has a suicide plan and 1 out of 14 has attempted suicide."

3. The annual cost of suicide attempts in Idaho is estimated at $36 million. The annual
financial burden of completed suicides in Idaho is estimated at over $850,000 in medical
care alone and $343 million in total lifetime productivity lost. "

This annual report documents and summarizes the events that have occurred during the past year
addressing the implementation of strategies by partner agencies and groups addressing the goals
of the 2011 Idaho Suicide Prevention Plan. The executive summary also documents some of the
activities completed by the Council itself. Full reports of partner groups follow the Executive
Summary.

The 2014 calendar year witnessed several very significant changes and accomplishments by the
ICSP itself. The ICSP sponsored training by the Western Interstate Commission for Higher
Education (WICHE) on implementing suicide prevention strategies into primary care. Physician
and provider at St. Lukes Hospital participated in the event. In May, the founding chair of the
Council, Kathie Garrett, stepped down, and Dr. Linda Hatzenbuehler, a long-time member of the
Idaho Planning Council on Mental Health, was appointed Chair. In addition to a new chair,
several other members of the Council completed their three-year terms or left the Council for
other reasons, and new members were recruited and officially appointed in August. A current
membership list is attached to this report. In August, a new Executive Order was issued
establishing the Council, as the original Executive Order had expired. The new Executive Order
included a minor change concerning regional representation of members. During the annual
meeting, the strategic plan developed in 2011 was reviewed. In particular, the goals in the 2011
plan were reviewed, and it was the consensus of all present that the 2011 goals, as established,



GOAL 3: GATEKEEPER EDUCATION

The education of professionals and others working with people at risk for suicide include
effective suicide prevention curricula and ongoing gatekeeper and other suicide
prevention training.

o The Idaho State Prevention and Support Conference, hosted by the State
Department of Education (SDE), featured Dr. Scott Polland, premier expert on
school violence, crisis and suicide prevention. Participants included school
counselors, teachers, administrators, resource officers and community
stakeholders.

o The Idaho Lives Project awareness directly to over 7,700 individuals and
indirectly to over 133,000 through radio and other promotional materials.

o The VAMC presented on suicide prevention and intervention at the National
Chaplain’s Conference, in Twin Falls, Idaho, June 2014.

o The Idaho Basic Juvenile Probation Officer Academy has enhanced their
curriculum in suicide prevention.

o The National Alliance on Mental Illness (NAMI) Idaho held “Question, Persuade,
Refer” (QPR) training during their annual conference in Coeur d’Alene. Twenty-
five individuals were trained on warning signs and referral techniques for use in
their communities.

GOAL 4: BEHAVIORAL HEALTH PROFESSIONAL READINESS

Mental health and substance abuse treatment professionals are trained to use current,
appropriate, and recommended practices for assessing and treating individuals who show
signs of suicide risk.

o The Western Interstate Commission for Higher Education (WICHE) provided
training for primary care health professionals in suicide prevention activities at St.
Luke’s Hospital

o SPAN Idaho Region 6 and the Idaho Lives Project provided expert clinical
suicide assessment and management training by Dr. M. David Rudd to 535
behavioral health providers statewide.

o SPAN Idaho brought Dr. Thomas Joiner, one of the world’s leading experts in
suicide prevention, to a conference attended by mental health professionals,
clergy, school personnel, survivors, law enforcement and community leaders.

o The Department of Health and Welfare Division of Behavioral Health through its
Quality Assurance unit has implemented new requirements for risk assessment
training.

GOAL 5: COMMUNITY INVOLVEMENT

Community leaders and stakeholders develop and implement suicide prevention activities
that are current, recommended and culturally appropriate that are specific to their regions
and communities.

o The SDE provided a “Safe Schools in Idaho” seminar for law enforcement and
school officials which covered general principles of threat assessment in schools.
o SPAN Idaho developed a SPAN chapter at Fort Hall.



lead Idaho state government agency that is responsible for Idaho’s suicide prevention and
intervention efforts.

o The Idaho Council on Suicide Prevention (ICSP) participated in a presentation to
the Health Quality Planning Commission (HQPC) and a roundtable, sponsored
through St. Alphonsus Regional Medical Center, which will lead to a proposal for
a concurrent resolution addressing suicide prevention system of care
implementation in Idaho.

GOAL 10: DATA
Data are available on which to make decisions regarding suicide prevention services.

o The SDE, Office of Drug Policy and Department of Health & Welfare developed
the 2014 Idaho Youth Prevention Survey (IYPS), which gleaned valuable
information about students at risk for suicide and other unhealthy behaviors.

o The Idaho Lives Project collected and reported quantitative and qualitative data
relating to its seven project goals including those related to 97 trainings of over
2,900 individuals.

o Regional Mental Health Programs, Optum Idaho and BPA report deaths by
suicide of clients who received a service.

o In August 2014, the Idaho Department of Health and Welfare, Bureau of Vital
Records and Health Statistics published the Idaho Vital Statistics Suicide Report
with data focused on the five-year period of 2009-2013. The report can be found
at: http://www.healthandwelfare.idaho.gov/Portals/0/Users/074/54/1354/Suicide
%20Report%202013.pdf

In summary, 2014 witnessed multiple successful grassroots efforts to address the incidence of
deaths by suicide in Idaho. Much work needs to be done to implement more comprehensive
strategies to address this significant public health issue. Policies need to be in place which
promote evidence-based suicide prevention efforts aimed at multiple sectors of our communities:
schools, law enforcement, health and mental health providers and systems, and the media. The
ICSP pledges to work diligently to decrease the number of our citizens who die by suicide.

Respectfully submitted,

Linda C. Hatzenbuehler, Ph.D., ABPP
Chair

_i_ldaho Bureau of Vital Records and Health Statistics
" State Department of Education, YRBS, 2013
" Kirkwaond, A. Idaho Suicide Prevention Hotline Report, Institute of Rural Health, Idaho State University, 2010
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Executive Department
State of Idaho

State Capitol

EXECUTIVE DEPARTMENT Boise
STATE OF IDAHO
BOISE

EXECUTIVE ORDER NO. 2014-08

ESTABLISHING THE IDAHO COUNCIL ON SUICIDE PREVENTION
REPEALING AND REPLACING EXECUTIVE ORDER NO. 2010-12

WHEREAS, Idaho’s suicide rate is consistently higher than that of the United States as a whole; and

WHEREAS, in 2013, suicide was the second leading cause of death for Idahoans aged 10-34 and for males aged 10-
34 and for females aged 15-24; and

WHEREAS, in 2013, 308 people completed suicide in Idaho, a 3-percent increase over 2012, and an 8.5-percent
increase over 2011; and

WHEREAS, suicide is particularly devastating, especially in the rural areas of Idaho;

NOW, THEREFORE, I, C.L. "BUTCH” OTTER, Governor of the State of Idaho, by virtue of the powers and
authority vested in me by the Constitution and laws of this state, do hereby establish the Idaho Council on Suicide
Prevention.

I The Council s responsibilities shall be:

A. To oversee the implementation of the Idaho Suicide Prevention Plan;

B. To ensure the continued relevance of the Plan by evaluating implementation and developing changes and
new priorities fo update the Plan;

C. To be a proponent for suicide prevention in Idaho,; and

D. To prepare an annual report on Plan Implementation for the Governor and Legislature.

1I. The Governor shall appoint all members of the Council with state regional representation in mind. The Council
shall include representatives from:

The Olffice of the Governor;

The Idaho State Legislature;

The Department of Health and Welfare;

The Department of Education or School Districts;

Juvenile justice;

Adult corrections;

SPAN Idaho;

. The mental health profession;

The National Alliance for the Mentally 1ll or another mental health advocacy group;
Suicide bereavement and attempt survivors;

An Idaho tribe;

Idaho youth;

. The Commission on Aging or Aging Services;

The military, a veteran or the Division of Veterans Services;

Organizations engaged in suicide prevention and awareness activities; and
Various regions of Idaho.
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Suicide in Idaho: Fact Sheet
October 2014

» Suicide is the 2" leading cause of death for [dahoans age 15-34 and for males age 10-14.
(The leading cause of death is accidents.)

» [daho is consistently among the states with the highest suicide rates. In 2012 (the most recent
year available) Idaho had the 8th highest suicide rate, 44% higher than the national average.

e In 2013, 308 people completed suicide in Idaho; a slight increase from 2012.

e Between 2009 and 2013, 79% of Idaho suicides were by men.

e |n 2013, 65% of Idaho suicides involved a firearm. The national average is 51%.

e 15.8% (1in 7) of Idaho youth attending regular public and charter high schools reported seriously
considering suicide in 2013. 7.0% (1 in 14) reported making at least one attempt.

e Between 2009 and 2013, 85 Idaho school children (age 18 and under) died by suicide. Fifteen of
these were age 14 and under.

e |tis estimated that suicide attempts in Idaho result in $36 million in costs annually. ldaho's costs for
suicide completions annually is over $850,000 in medical care alone, and $343 million in total
lifetime productivity lost.

e In 2012, there were 40,600 deaths by suicide in the United States, an average of 1 person every 13
minutes.

Idaho Resident Suicides by Region — 2013

Tot. # suicides

Region Anchor City Suicides  Rate (per 100,000) Population 2009-2013  5-yr Avg Rate
1 Coeurd'Alene 41 18.8- 217,551 234 21.8
2 Lewiston 18 16.9- 106,588 105 19.8
3 Nampa 56 21.3* 263,411 228 17.8
4 Boise 77 16.8- 459,035 353 15.9
5 Twin Falls 41 21.7% 188,860 195 21.0
6 Pocatello 44 26.1* 166,138 175 21.1
7 Idaho Falls 31 14.7- 210,553 198 19.1

increase from 2012, - decrease from 2012

Idaho Suicides by Age/Gender 2009-13  Method 2009-13 Idaho Suicide Rates 2001 — 2013

Over 5 year period (all ages)
Age Total Male Rate Female Rate Year Number ID Rate US Rate
<15 15 12 4.0 3 1.1 Firearm 64.95% 2001 213 16.1 10.8

1524 219 172 20.8 47 8.5 Poisoning  17.5% 2002 203 15.1 11.0
25-3¢ 202 168 31.3 34 66 Suffocation 12.3% 2003 218 16.0 10.9
35-44 262 193 39.4 69 145 Cut/Pierce 7% 2004 239 17.2 1.1

45-54 321 244 47.9 77 15.0 Fall 1.3% 2005 225 15.7 118
55-64 243 184 40.0 59 126 Other 3.2% 2006 218 11.9 11.2
65-74 119 103 36.1 16 54 2007 220 147 115
75-84 68 63 44.8 5 3.0 2008 251 16.7 11.9
85+ 39 34 72.3 5 60 2009 307 19.9 12.0

2010 209 185 124
2011 284 17.9 127
2012 299 18.7 129
2013 308 191 n/a
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United States Department of Veterans Affairs
Boise Veterans Affairs Medical Center

Suicide Prevention Program

The Veterans Affairs' basic strategy for suicide prevention is to provide ready access to high
quality mental health (and other health care) services supplemented by programs designed to
help individuals and famities engage in care and to address suicide prevention in high risk
patients. Outreach, education and participation on community boards are also critical aspects
of the Boise VAMC suicide prevention program.

The Suicide Prevention Coordinator ensures suicidal Veterans receive the appropriate
services. Inthe last 12 months 217 Idaho Veterans were connected to the Suicide
Prevention Coordinator by Veterans Crisis Line consults, community hospitals, various
social welfare agencies, families and friends, and have been connected with VA Services.

Screening and assessment processes have been set up throughout the system to assist
in the identification of Veterans at risk for suicide. A chart "flagging" system has been
developed to assure continuity of care and provide awareness among providers.
Veterans who have been identified as being at high risk receive an enhanced level of
care, including missed appointment follow-ups, safety planning, weekly follow-up visits
and care plans that directly address their suicidality. In the last 12 months 84 Idaho
Veterans have been identified as High Risk for Suicide with one High Risk Veteran suicide.

The Suicide Prevention Coordinator and VA Mental Health staff provide community
outreach that includes education on veterans mental health issues, suicide prevention

12



Helping Idaho Youth Choose to Live

I DAwo LIVES 13601 W. McMillan Rd,, Ste. 120, #237
B(?ise, I]? 83713
pROJECT www.idaholives.org

The ldaho Lives Project is a joint project of the State Department of Education and the
Suicide Prevention Action Network of Idaho. The Project is federally funded by the
Garrett Lee Smith State and Tribal Youth Suicide Prevention Grant awarded through the
Substance Abuse and Mental Health Services Administration on October 7, 2013. The
mission of this three-year Project is to foster connectedness and resilience throughout
Idaho school communities to prevent youth suicide.

The Idaho Lives Project’s four overlapping programs create a comprehensive approach
to youth suicide prevention in Idaho.

The School Communities Program brings Sources of Strength, an ongoing,
comprehensive wellness program, and the most well-researched program of its kind,
into [daho middle/junior high and high schools to build connectedness and resilience
among the students, and increase referrals and treatment of students at risk for suicide.
Because students in crisis must have trained, trusted adults to turn to, the program also
trains school staff and communities to identify, assist and refer those at risk.

In 2014, the Project provided Sources of Strength training to 14 schools statewide,
including booster (second) trainings to 8 of those schools. Schools included Priest
River Lamanna High School, Lapwai Middle/High School, Parma Middle School, Parma
High School, Homedale High School, Nampa High School, Emmett High School, Frank
Church High School (Boise), Silver Creek High School (Hailey), Pocatello High School,
Preston Jr. High School, Preston High School, Salmon Middle/High School, and Teton
High School (Driggs). Over 500 middle and high school students, and 70 school adult
advisors were trained through this program. School staff members and community
members also received training in suicide prevention. The Project trained 800 school
staff and 154 community members in 2014. The majority (over 80%) of school staff
participants and 85% of community members rated the training and its value to them as
outstanding or above average.

Qualitative data from the Sources of Strength trainings have been overwhelmingly
positive with several examples of students utilizing skills learned in trainings, positive
changes in student behavior and students identified for risk of suicide.

The Health Professionals Program is based on the knowledge that trained adults
must be able to refer youth and their parents to well-trained health professionals. This
program brings expert, evidence-based suicide assessment and management training
to behavioral health and primary care professionals throughout Idaho.

A project of the State Department of Education and the Suicide Prevention Action Network of Idaho
www.sde.idaho.gov www.spanidaho.org

The Profect is federally funded by the State and Tribal Youth Suicide Prevention Grant awarded through the Substance Abuse and Mental Health Services Administration.
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The Idaho State Department of Education: Alignment to Suicide Prevention Goals

The Idaho State Prevention & Support Conference is hosted annually by the Idaho State
Department of Education (SDE). The conference is a gathering focused on innovation, best
practices, collective problem-solving and motivation to most effectively address youth risk
behaviors, foster optimal health and realize academic success for Idaho students. The most recent
conference was held in April, 2014, with workshops offering topics related to school safety
planning, emergency operations, suicide prevention, law enforcement / school partnerships, drug
and alcohol prevention, violence prevention, out of school programming and community
engagement in schools. Participants included approximately 425 school counselors, teachers,
administrators, school resource officers and community stakeholders.

A central focus for the 2014 conference was school safety, featuring a keynote address by Dr.
Scott Poland, a premier expert on school violence, crisis response and suicide prevention.
Research has emphasized the need for all students to feel a connection to their school and it is
very important for each student to have a significant relationship with one or more adults at their
school. Numerous school tragedies could have been prevented if students had come forward and
alerted school officials and other adults about the warning signs of suicide and/or violence. The
prevalence of bullying, school violence, and suicide requires that schools improve prevention
efforts and Dr. Poland’s keynote address specifically addressed how to help schools and
communities develop and enhance their knowledge and understanding of serious risk factors for
students and how to respond for the prevention of suicidal and violent behavior. Participants also
learned effective strategies to improve mental health services for students and how to increase
student involvement in school safety. The conference also hosted a break-out workshop about the
importance of belongingness in school-wide suicide prevention, presented by a staff member
from the Suicide Prevention Action Network of Idaho. These activities aligned closely with goals
three and five of the Idaho Suicide Prevention Plan by educating the community and school
professionals about appropriate suicide prevention activities and awareness.

During the 2014 legislative session, the Idaho legislature appropriated $2,165,700.00 in funding
to partially restore Safe and Drug Free schools money (HB 640). The dedication of these funds
for substance abuse prevention and school safety improvements came about through the work of
a safe and secure task force convened by the SDE. The SDE has been dispersing this funding to
school districts for the provision of school safety improvements and/or prevention activities. In
their applications for funding, many school districts identified suicide prevention as a district
priority. In alignment and encouragement of the third goal in the Idaho Suicide Prevention Plan,
the SDE has provided technical assistance and support for school districts regarding best practice
programs about suicide prevention/response and additional school safety resources.

The tenth goal of the Idaho Suicide Prevention Plan focuses on the availability of data to make
decisions regarding local and statewide prevention services, Tn collahoration with the [daho
Office of Drug Policy and the Idaho Department of Health and Welfare, the SDE assisted in the

16



Idaho Council for Suicide Prevention
Division of Behavioral Health Report 2014:
Idaho’s First Community Crisis Center

Idaho Legislature appropriated $1.52 million in ongoing State general funds and
$600,000 in one-time federal money in the 2014 session for the Division of Behavior al
Health to open and run one behavioral health crisis center in Idaho. Idahoans
experiencing a behavioral health crisis often are incarcerated, hospitalized or treated in
hospital emergency departments because an appropriate level of care to meet their
needs is unavailable. The crisis center will be a place to go voluntarily and where people
in crisis will be able to access services they need, get stabilized and leave with a
treatment plan.

On June 26, 2014, Gov. C.L. “Butch” Otter announced Idaho Falls as the site for the
behavioral health crisis center. Bonneville County graciously agreed to be the recipient of
the contract with the state. They were able to quickly identify a building to buy for the
crisis center. The crisis center is located on Anderson Street in Idaho Falls. Many
community partners worked closely with Bonneville County to get the crisis center up
and running. These partners included: Bonneville County Sherriff's Office, Idaho Falls
Police Department, Eastern Idaho Regional Medical Center, the Department of Health
and Welfare (DHW), Targhee Regional Public Transportation Authority, National Alliance
on Mental lliness, Crisis Intervention Teams, public behavioral health providers and other
interested community members. This team helped create a logo and brochure for the
crisis center, as well as establishing a bus stop at the crisis center. The community has
offered a lot of in-kind and financial donations, including an industrial washer and dryer.
Bonneville County looked for and successfully hired a coordinator for the crisis center.
The communities of eastern Idaho are excited to have this resource to help those in a
behavioral health crisis to receive the help they need. The center will be accessible to all
residents on a voluntary basis. The crisis center has been modeled on the best practices
of other states where similar crisis centers have succeeded, and will follow Idaho
Administrative Rule 16.07.30. It will operate around the clock, every day of the year and
it is available to provide evaluation, intervention and referral for people experiencing a
crisis because of serious mental illness or substance use disorder. The Behavioral Health
Crisis Intervention Center of Eastern Idaho officially opened its doors on December 12,
2014. The ribbon cutting ceremony occurred on Monday, December 15, 2014. “We're
grateful for the funding we received. We anticipate the information gathered from the
center will demonstrate the effectiveness of the model and lead to the development of
additional crisis centers in the state.” said Ross Edmunds, administrator for the Division
of Behavioral Health at the Idaho Department of Health and Welfare.
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facilitated by Connecticut Community for Addiction Recovery (CCAR). Recovery ldaho will
encompass recovery from both substance use and mental health disorders. In addition, CCAR
also facilitated training for recovery coaches, bringing Idaho’s total number of recovery coach
trainers to 25. In addition, the division sponsored ldaho’s first recovery coach training with
grant funding in May 2013. Since then, more than 200 recovery coaches have been trained,
with coaches now located in every region of the state. Recovery Coaches act as personal guides
and mentors for individuals that are working toward recovery from alcohol and substance use.
Coaches help others overcome personal and environmental obstacles to recovery, and link
them to community sources of support.

QA Practices to Support Suicide Prevention

The Idaho Department of Health and Welfare Division of Behavioral Health (DBH) supports the
goal to reduce or eliminate deaths by suicide within the State of Idaho. The DBH has a deep
commitment to safety in behavioral healthcare and has initiated continuous quality
improvement efforts to achieve that goal.

To support the goals of DBH the Quality Assurance unit (QA) has implemented several practices
to assist with the achievement of this goal. These practices include the following systematic
steps to enhance the safety culture:
e Regional Mental Health Programs, Optum Idaho and BPA report deaths by suicide of
clients who received a service.
e Central Office QA tracks all suicides reported and reports results annually to the DBH
Administrator.
e QA conducts a review of suicides
e QA requests that Root Cause Analysis (RCA) be completed by Regional Mental Health
Programs for deaths within 30 days of service.
e QA recommends action plans as a result of RCA
e Changes to the existing policy regarding risk assessments
e New requirements related to risk assessment training
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Mountain States Group, Inc.

iIdaho
Suicide
Prevention
Hotline

1-800-273-TALK (8255)

Accomplishments and Activitics 2014

The Idaho Suicide Prevention Hotline is committed to the prevention of suicide in Idaho. The Hotline is a
program of Mountain States Group, a 501 (c) (3) non-profit organization. The Hotline provides crisis
intervention, emotional support, resource referrals, and follow-up calls if needed to all Idahoans who are
suicidal or in crisis. ISPH nears its third full year of operations, carning national accreditation with
Contact USA, securing additional one-time United Way funding, training it’s 7™ volunteer class, and is on
schedule to achieve 24/7 phone response by late November 2014,

Idaho Suicide Prevention Hotline

Call Statistics
January 1 to September 30, 2014

3rd Quarter Year to Date
Total Calls Received 734 1867
Military Members / Families 140 468
Rescue Calls (approximate) 30 100
Caller Age:
10- 14 26 76
15-19 87 215
20- 24 53 B 155
25- 34 85 T I
35-44 37 111
45 - 54 70 185
55- 64 123 383
65- 74 21 62
75- 84 10 16
85+ 0 S
Didn't Report 222 464
Total Calls Raceived 734 1867

*1st Quarter amount corracted from previous report

Volunteer and Staff Recruitment and Training

In 2014 ISPH trained approximately 40 prospective volunteers in the ASIST (applied suicide intervention
skills training) model. Approximately 50 volunteers are currently active as hotline Phone responders. In
the first 3 quarters of 2014 volunteers contributed a total of 7660 hours, valued at $145,690). To operate
24 hours per day/7 days per week with a minimum of 2 volunteer responders per shift, ISPH will need
approximately 80 volunteer Phone Responders. All shifts require onsite supervision by a master’s level
clinician or equivalent. Initial overnight phone coverage will be provided by a paid supervisory staff
person as we continue to train more responders and address the challenge of providing more robust
overnight staffing. We have begun recruiting a separate cohort of non-phone worker volunteers or
‘Hotline Ambassadors’ to assist with community outreach and support tasks both in Boise and across the
state and have provided quality display materials to our SPAN partners in the Coeur d'alene and Idaho
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Matt Olsen
Director

Bannock County Juvenile Justice

The Idaho Basic Juvenile Probation Officer POST Academy has enhanced the curriculum in
suicide prevention by increasing curriculum focus on recognizing the signs and symptoms of
suicidal risk, as well as effective ways to respond when it is determined that risk exists. The new
curriculum will be implemented in the next Juvenile Probation Officer POST Academy in
December of 2014.
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TRIBAL HEALTH & HUMAN
SERVICES DEPARTMENT
P.O. BOX 306

FORT HALL, IDAHO 83203

FAX (208) 238-3940

COUNSELING & FAMILY SERVICES
P. 0. BOX 306

FORT HALL, IDAHO 83203

PHONE (208) 237-5631

LOCATION: MISSION ROAD

FAX (208} 237-5796

October 3, 2014

Linda Hatzenbuehler

Idaho State University
Division of Health Sciences
921 South 8™ Ave., Stop 8055
Pocatello, Idaho 83209-8055

RE: Idaho Council on Suicide Prevention
Dear Dr. Hatzenbueler:

On behalf of the Shoshone-Bannock Tribes, as the manager for the Mental Health Program, I would
like to report activities/events that our Tribe has provided and/or participated in this year to meet the
goals of the Idaho Suicide Prevention Plan.

e Two mental health providers for the Tribe become Certified ASIST (Applied Suicide
Intervention Skills Training) Trainers (Goal 4)

e Provided two, two day ASIST trainings to community members, 20 people completed (Goal 3
& 5)

e Hosted 1% Annual “Walk For Life” Suicide Awareness/Prevention activity- National campaign
throughout Indian Country (Goal 1 & 2)

e Participated in THRIVE (Tribal Health Reaching Out InVolves Everyone) media campaign to
prevent suicide and bullying among American Indian/Alaska Native Youth (Goal 1 & 2)

e Disseminated Suicide Hotline information out to all the Tribes in Idaho and hang posters
throughout the Indian Health Service Center and the community (Goal 8 &1)

e Parlicipaled in the Stale Juvenile Juslice grant, provided Mental Health screenings to 65% or
more of adolecents entering the Fort Hall Corrections (Goal 4 & 6)

Respectfully,

Krissy Broncho, LCSW

CFS Manager/Clinical Coordintor
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NAMI Idaho

On September 20, 2014, NAMI Idaho held their quarterly Regional Conference in Coeur
d’Alene Idaho. Because of NAMI Idaho’s recognition of the importance of suicide prevention
within the state, and our formal position that suicide prevention is the responsibility of the entire
community and requires vision, will, and a commitment from the state, communities and
individuals of Idaho, a formal Question, Persuade, Refer (QPR) training was included in the
conference schedule. The QPR (Question, Persuade, and Refer) Gatekeeper Training for Suicide
Prevention is a brief educational program designed to teach "gatekeepers"--those who are
strategically positioned to recognize and refer someone at risk of suicide (e.g., parents, friends,
neighbors, teachers, coaches, caseworkers, police officers)--the warning signs of a suicide crisis
and how to respond by following three steps:

e Question the individual's desire or intent regarding suicide
o Persuade the person to seek and accept help
o Refer the person to appropriate resources

More than 25 individuals were trained on warning signs and referral techniques for use in their
communities. It is hoped that this training can be incorporated into all future NAMI Idaho
Regional Quarterly Conferences within the state of Idaho.
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2014 QPR Community Support Funded by Governor’s Council on Suicide Prevention

Question, Persuade and Refer (QPR) is a short training designed to teach individuals how to
recognize the warning signs of a suicide crisis and how to question, persuade, and refer
someone to help. This year the Council provided 472 QPR training booklets, free of charge, to
five trainers who would otherwise have had to charge attendees or pay out of their own
pocket.

The Suicide Prevention Council also funded recertification of six (6) QPR Trainers ( from all
corners of the state of I[daho). Below is a list of the individuals recertified and the conditions

agreed upon in exchange for the funding.

The following QPR Instructors were recertified with Council Funds:

1. Jeni Griffin- Idaho Falls, ID

2. Kim Kane- Boise, ID

3. Penelope Hansen- Boise, ID

4. Kristin Gorringe- CDA, ID

5. Kim Jardine-Dickerson- Idaho Falls, ID

6. Cynthia Mauzerall - Boise, ID

1. Conduct a minimum of 3 QPR trainings within the first year starting at the recertification
date.

2. Each QPR training must have a minimum of at least ten (10) participants, not including the
trainer.

3. The QPR trainer needs to send a report via e-mail to the Council of dates, times, locations,
and number of training participants of each QPR training.
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SPAN IDAHO

‘\\\_—;))_/) SUICIDE PREVENTION ACTION NETWORK OF IDAHO

ACTIVITIES AND ACCOMPLISHMENTS
October 2014

Overview

SPAN Idaho is a suicide prevention organization founded in 2002 as a 501 (c) (3) nonprofit organization. Our mission is
to provide leadership for suicide prevention in Idaho. At the state level, SPAN Idaho comprises a volunteer board of
directors and two part-time staff, with established chapters in each of the seven Idaho Department of Health and Welfare
(IDHW) regions to carry out statewide suicide prevention awareness activities and to respond at a community level. From
its beginning, Span Idaho as a grassroots organization has encouraged and recognized the importance of regional and local
involvement to prevent suicide. With the help of our chapters and other organizations, SPAN Idaho works to have zero
suicides in our state.

Most Recent

In partnership with Idaho State Department of Education (SDE), SPAN Idaho received the Garrett Lee Smith Memorial
Act (GLSMA) grant administered by the substance Abuse and mental Health Services Administration (SAMHSA) to
target youth, ages 10-24 in suicide prevention in October of 2013. The Idaho Lives Project (ILP), which will reach more
than 31,000 individuals over the three-years of the grant, with training for youth, school staff, community adults along
with health and mental health providers in effective response to suicidal youth. All goals of the project align with the
goals of the Idaho Suicide Prevention Plan (ISPP) and the National Strategy for Suicide Prevention (NSPP). More about
this project is included in this current report.

Training and Awareness

SPAN Idaho and its chapters consistently provide or co-host a variety of community activities to educate the public about
suicide and suicide prevention. For instance, we

= Offer training for clinicians, survivors, police/sheriff departments, and anyone interested in suicide prevention.
As of September 2014, SPAN Idaho’s annual statewide conferences the last thirteen years have trained
approximately 2,500 participants in suicide prevention skills. Our most recent conference, held in September
2014, Dr. Thomas Joiner one of the world’s leading experts in suicide prevention shared his expertise to a group
of mental health professionals, clergy, school personnel, survivors, law enforcement, and community leaders.
His valuable and up to date, best practices training, educated more than 150 individuals in suicide prevention.

» Developed and conducted presentations and trainings on suicide and suicide prevention for the Idaho Department
of Labor, Idaho Criminal Justice Commission, IDHW Children’s Mental Health, Idaho Juvenile Justice, Idaho
State Tax Commission, Hispanic Commission, Idaho National Guard, schools, parent groups, clergy, and other
community groups.

Hold regional annual Save-the-One Memorial Walks to raise awareness and support survivors.

s Provide materials at community events and gatherings to share suicide warning signs and other prevention

measures.
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MENTAL HEALTH FIRST AID SCHEDULE 2014-2015

Month Place Location Reg.
th
AungchS Salmon, Idaho Public Library 204 Main St. 7
Sep. 18th . Bonner General Hospital 520 N
19th SSOpSibbilcaio 3rd Ave. Sandpoint, Idaho 83864 L
Idaho City Community Hall 206
Oct. 2nd 3rd Idaho City, Idaho West Commercial Idaho City, 4
Idaho
. Real Life Church(The Gym) 1005 E
Nov. 6th 7th Grangeville, Idaho Main St Grangeville, Idaho 2
Dec.
Jan.
th 3402 Franklin Rd. IDHW 3402 Franklin Rd Caldwell,
Feb..5" 6th | Caldwell, Idaho Spanish 3
. Idaho 83605
Edition
Mar. .19th ;
20th Weiser TBD 3
Apr. 16th , Bear Lake Memorial 164 S. 5th
17th Montpelier, Idaho St. Montpelier, Idaho 83254 )
May 14th
15th Shoshone, Idaho TBD 5
Jun. Duck Valley _Indian 2297277 3
Reservation
July 30th
31st 8D

Here is the schedule for the rest of this year and next year. The Duck Valley Indian Reservation
will be getting back to me on if they want June or July.
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Teen Suicide Prevention & Mental Health Discussions Model

The pilot Teen Suicide Prevention & Mental Health Discussion session was held in April 2014.
About 15 teens attended, responding to notices placed on websites, information distributed to
school counselors, advocacy groups, and word of mouth.

The pilot project was offered in the Treasure Valley to obtain a convenience sample of comments
and to test the model for potential duplication in other areas of the state in subsequent years.
Lessons learned are listed below.

Council member Amanda Wester and her mother, Laura, and Council Member Ann Kirkwood
organized the event over a 3-month period. Amanda's involvement was essential as she kept the
program grounded in the interests and needs of teens. Laura prepared letters to parents, school
counselors, the flyer and posted the information on many websites frequented by teens in the
Treasure Valley. Both Amanda and Laura maintained working relationships with SPAN Boise and
the Idaho Federation of Families for Children's Mental Health. Ann was responsible for securing a
location, preparing a facilitator's guide, training the facilitators, and making arrangements for
refreshments.

The Council budgeted $800 for the event. Because the session did not meet state requirements for
food purchase, IDHW was not able to cover costs of food. As a result, with Kathie Garrett's
assistance, the Federation of Families generously purchased pizza and drinks for the event.
Dessert was made up of M&M's, a popular addition to the menu! Idaho State University, Meridian
Health Science Center, generously donated space for the event, avoiding the need to rent a
location. As a result, there were no costs charged to the Council's budget. IFFCMH and ISU were
listed as event co-sponsors.

Ann also approached ISU to provide facilitators from among its Masters in Counseling students
and one student (Cheyenne Jones) volunteered for the project. Amanda and Susan Delyea from
IFFCMH also served as facilitators. Two professional counselors also were approached to
volunteer, but arrangements fell through the day before the event. As a result, Cheyenne's
expertise in counseling was needed to support one teen who, while not suicidal, had a history of
mental health concerns.

Teens 16 and older were allowed to register online. They provided their addresses and a letter
was sent to their parents/guardians before the event. The letter notified parents/guardians that
their child had signed up and described the purpose of the session. Parents were encouraged to
speak with their teens before and after the event. We received no responses or concerns from
parents about the event.

Highlights from the teens’' comments were:
e We don't feel heard by adults, including parents, teachers, church leaders, etc.
e Adults dismiss and blow off their feelings because they "aren't as important” as whatever it
is that adults have going on.
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e Select facilitators who are young adults so that teens will feel comfortable

e Ask facilitators to do the "report outs” from groups to summarize the discussions so the
entire group can discuss further
Older adults should leave the room during facilitated discussions

e Tell teens that the counselors are on hand and where they will be if help is needed; have
the counselors agree to stay at least a half hour after close

e Don't get too large; our event was just the right size for an intimate discussion (3 groups of
5). We could have expanded to a fourth group of 5, but would not want to go larger than
that

The following page is the Facilitator's Guide used for the discussions.
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10.What are the key things you want adults to know about suicide among teens? AND Why?
11. What are the key things you want adults to DO about suicide among teens? AND Why?
12. Why were you interested in coming here tonight?

13. Is there anything else you want to tell us that we haven’t asked about?

NOTES TO FACILITATORS:
e The input needs to be as detailed and dense as possible.
e Please take complete, detailed notes that are legible.

e Ifyour handwriting is hard to read, please stay afterward and make it clear so the person
who writes the final report can read it easily.

e Ifyou are not getting robust discussion, use the following:

Prompts
Tell me more....
How would that work...
What would the desired outcome be...
How would that help...
How does that make people feel...
What would that mean for teens...

QUESTIONS FOR FACILITATORS: Please complete the following...

1. Do you think the teens felt heard and valued?
____Yes ____No

2. Why?
3. How would you recommend the focus groups be improved if they're done again?
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, . \ a program of Mountain States Group, Inc.

1-800-273-TALK (8255)
Suicide in Idaho

Idaho is consistently among the states with the highest suicide rates.
In 2012 (the most recent year available) Idaho had the 8th highest
suicide rate, 44% higher than the national average.

¢ In 2013, 308 people completed suicide in Idaho; a slight increase
from 2012.

e Between 2009 and 2013, 79% of Idaho suicides were by men.

« In 2013, 65% of idaho suicides involved a firearm. The national
averageis 51%.

¢ 15.8% (1 in 7) of Idaho youth attending regular public and charter
high schools reported seriously considering suicide in 2013. 7.0%
(1in 14) reported making at least one attempt.

* A ten percent (10%) reduction in Idaho suicide attempts can
immediately save over $4 million per year in medical costs alone,
If the cost burden of suicide in Idaho was evenly distributed over
the population (2008) the burden would amount to over $250
for every person living in Idaho (Piland, 2010).

Staffing Information

« ISPH has 47 trained volunteers. Volunteers contributed a total of
. 9836 hours in 2014, an approximate in-kind value of $179,053.
"o Current staff consists of one full time Project Director, a part
time Volunteer Coordinator, a full time phone room supervisor,
6 part time phone room supervisors and an Americorp
Volunteer (7.18 FTE).

2015 Program Goals

¢ Incremental implementation of text/ chat response in
addition to existing phone response.

¢ Increase level of volunteer staffing and statewide launch of
Hotline Ambassador Program.

« Continue to implement sustainable funding strategies.

+ Continue to increase statewide awareness of Hotline.

Caller Issues 2014

FINANCIAL
i

ADDICTION
k3.

INTERPERSONAL
16%

MENTAL HEALTH
23%

Call Statistics

Idaho Suicide Prevention Hotline

Call Statistics

October 1 to December 31, 2014

4th Quarter | Year to Date
Total Calls Received 10 2869
Military Members / Families 22 660
Rescue Calls (approximate) 4 147
Caller Age:
10-14 20 94
15-19 10 311
20-24 95 238
25-34 13 307
35-44 62 160
45-54 11 285
55-64 19 565
65-74 18 84
75 -84 6 21
85+ 0 5
Didn't Report 25 799
Total Calls Received 2869
Idaho Suicide Prevention Hotline
Calls by County
October 1 to December 31, 2014
County 4ath Year to County 4th Year to
Quarter | Date Quarter | Date
Ada 303 810 Idaho 0 5
Adams 2 11 Jefferson 4 5
Bannock 39 138 Jerome 17 19
Bear Lake 3 6 Kootenai 171 477
Benewah 12 22 Latah 28 78
Bingham 12 32 Lemhi 0 3
Blaine 10 23 Lewis 1 3
Boise 8 34 Madison 8 25
Bonner 25 50 Minidoka 3 11
Bonneville 50 138 Nez Perce 20 39
Boundary 1 1 Owyhee 4 11
Butte 0 6 Payette 8 20
Canyon 86 287 Power 8 17
Caribou 1 3 Shoshone 7 18
Cassia 9 20 Teton 1 4
Clearwater 1 8 Twin Falls 43 100
Custer 0 4 Valley 7 12
Elmore 5 19 Washington 2 10
Franklin 2 17 Unknown 1 1
Caller 60 232
Refused/
Unable to
Fremont 0 2 Collect Data
Gem 8 14 *Other 26 90
5 Total Calls 1001 2869
Gooding 14 Received
*Calls from out of state callers with 208 area coded cell
phone numbers

effects. And none of this went undone. | feel cradled by my peers and especially by the Hotline staft!

1607 W. Jefferson St., Boise, ID 83702 « Office 208-258-6990 « jreusser@mtnstatesgroup.org
idahosuicideprevention.org - mtnstatesgroup.org -1-800-273-TALK (8255)

— ISPH Volunteer

“So many lives are touched by suicide, including mine. But ! have fong believed that we are given adversity as a teacher, as a path toward empathy,

and as atool. Soldidn't hesitate to sign up as a volunteer for the new Idaho Suicide Prevention Hotline. It was a huge relief to learn that we would be
properly trained; that we would have professional supervisors to guide us as needed; that there would be support on the hotline calls and their after-

CoNTACT
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Introduction for Becky diVittorio, Executive Director, Optum Idaho
Idaho Senate/House Committee on Health and Welfare

My name is Becky diVittorio and | am the Executive Director for Optum Idaho.

Thank you for allowing me the opportunity to discuss the progress that has been
made in helping Idahoans get the behavioral health care services they need. Since
last year, some new faces have been added to this committee so | would like to

share some background on Optum and what we are working to achieve in Idaho.

The State of Idaho hired Optum in September 2013 to manage the outpatient
mental health and substance use services for people enrolled in the Idaho
Behavioral Health Plan. | have been with Optum Idaho since we started our work
here and | can truly say this has been an incredibly rewarding experience because
it’s an opportunity to advance Idaho’s system of care and take it to the next level
for people who need our support. In partnership with the state, we are enhancing
the system by linking more people to the care they need based on nationally
recognized evidence-based medical practices that have proven to work. | know
change is not easy. | call what we are doing disruptive innova'gjq& The disruptive

part is hard but the innovation is exciting and rewarding.

Before | begin my presentation, | would like to introduce Craig Herman, the Senior
Vice President for Optum who oversees the work we do and provides national
support to ensure that we continue to execute our best work. Also joining me is

Optum Idaho’s clinical director Dr. Dennis Woody. Dr. Woody is an Idahoan and



has worked in the Idaho behavioral health system for more than 25 years. He is
responsible for leading Optum Idaho’s clinical program to ensure people are

getting high quality and appropriate services.

At Optum Idaho, we are helping people reach recovery by getting them the
outpatient care they need at the right time and place, and ensuring efficient,
effective use of Idaho taxpayer dollars. Our work is done in partnership with

members, providers, the state and community partners.

In the next few minutes I'll talk about our progress and the goals we have for

2015 and beyond.
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Optum Idaho manages outpatient behavioral health benefits for Idaho Medicaid members. Optum works closely
with the State and its behavioral health care providers to ensure limited taxpayer dollars are used to help Idahoans
get the right treatment at the right time and place.

New Programs and Services

Since beginning its contract to manage outpatient behavioral health services for Idaho Medicaid beneficiaries,
Optum has added new programs and services including:

° Introducing peer support as a covered benefit under Medicaid. A peer support specialist is someane who has
managed their own behavioral health issue and is now in recovery. The specialist helps people experiencing a
behavioral health issue connect with additional services and resources in the community.

. Enhancing access to care by having psychiatric nurse practitioners added as a resource to provide telepsych
services. Telepsychiatry makes care available to members through web conferencing, allowing a face to face
interaction through technology. This service is vital in treating members who may otherwise not seek
treatment because of long distance travel or inclement weather.

o Creating a new Member Access and Crisis Line, a free 24-hour, seven-day-a-week service that provides
support and referrals to people experiencing a mental health or substance use crisis.

° Providing access to online trainings to ensure that providers, especially those in rural areas, have the ability to
continue their education in their communities without travel.

] Continuing to conduct Mental Health First Aid trainings for communities statewide at no cost to participants.
These trainings teach people how to help someone experiencing a mental health crisis. Much like CPR can
help someone experiencing a heart attack, Mental Health First Aid has been shown to help someone in crisis
get the assistance they need until professional staff arrives.



Increasing Access to Care

© Optum introduced peer support as a covered benefit under Medicaid. A peer support specialist is
surmeone who has managed their own behavioral health issue and Is now [n recovery. The speciallst
helps people experiencing a behavioral health issue transition smoothly back to their community and
connect with additional services after being discharged from a hospital or in-patient facility. Here are
examples of how Optum has worked toward transitioning members to evidence-based care and how
that can positively change the course of their recovery journey by accessing peer support services:

o) Since I got the help from my Peer Support Specialist (PSS), it has changed my life. If | didn’t have
this service, | would be right back where | was. | thank everyone for those who have helped me.
In the last month | have come a long way. | can’t dwell on the past. | need to move forward. If |
needed to talk to someone, | knew I could call my PSS. It gives me hope. If | didn’t have it, |
would be at the corner bar.

o Peer Support Specialists understand with their hearts not their brains. | like to talk to someone
who has been there rather than reading it out of a book. | am by myself and the PSS is there
when | am lost, alone, and empty. | know they are there for me to talk to. | want someone to
be straight up with me and not beat around the bush.

° Optum helps people get the most effective care based on best practices established by the national
medical and behavioral health communities, including the Substance Abuse and Mental Health Services
Administration (SAMSHA), the American Academy of Child and Adolescent Psychiatry (AACAP) and the
American Psychiatric Association (APA).

° Since Optum started working with behavioral health providers in Idaho in 2013, the use of evidence-
based practices, such as individual and family therapy, has increased significantly. The positive results in
Idaho include:

o Through July 2014, the number of members accessing individual therapy has increased by 36%
since Optum’s contract began.

o Through July 2014, the number of members accessing family therapy has more than tripled
since the beginning of the contract.

Local Office and Staff
. Optum Idaho’s main office is in Meridian and currently has more than 40 staff members.

° Optum’s regional staff live and work in communities throughout the state so they can establish
effective local relationships.

Contact Information
Becky diVittorio, Executive Director, Optum Idaho OpTUM “

(208) 914-2012 Idaho Behavioral Health Plan
rebecca.divittorio@optum.com
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Regional Snapshot | REGION 1

BN
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- Number of Unique Members
living in Region 1: 34,210

*  Number of Unique Members
living in Region 1 that have
accessed services through the
Idaho Behavioral Health
Plan since January 2014: 5,391

- *  Percentage of all Idaho
Behavioral Health Plan members
represented in Region 1: 12.79%

- »  Mental health clinicians per 1000
Idaho Behavioral Health Plan
members in Region 1: 20.87
(Statewide: 14)

*  Prescribers per 1000 Idaho
Behavioral Health Plan members
in Region 1: 2.43 (Statewide:
2.20)

*  Substance Abuse Groups per
1000 Idaho Behavioral Health
Plan members in Region 1: .76

) (Statewide: .61) '

“JOPTUM"

|daho Behaviaral Health Plan



‘Regtonal Snapshot l REGION 2
;Januarv 2015

- ¢ Number of Unique Members | Boundary
living in Region 2: 13,441 |

|

~*  Number of Unique Members

| living in Region 2 that have

‘ accessed services through the
' Idaho Behavioral Health |
‘ Plan since January 2014: 1,728 J

- *  Percentage of all Idaho
Behavioral Health Plan members
represented in Region 2: 5.02%

~+  Mental health clinicians per 1000
Idaho Behavioral Health Plan
members in Region 2: 14.43
(Statewide: 14)

- ¢ Prescribers per 1000 Idaho
Behavioral Health Plan members
in Region 2: 2.23 (Statewide:
2.20)

*  Substance Abuse Groups per
1000 Idaho Behavioral Health
Plan members in Region 2: .81
| (Statewide: .61)

| | “J OPTUM"

Idaho Behavioral Health Plan




Regional Snapshot | REGION 3
January 2015

*  Number of Unique IBHP |
Members living in Region 3:
58,556

*  Number of Unique
Members living in Region 3
that have accessed services
through the IBHP since
January 2014: 9,116

* Percentage of all IBHP |
members represented in |
Region 3: 21.89%

* Mental health clinicians per
1000 IBHP members in
Region 3: 10.14 (Statewide:
14)

* Prescribers per 1000 IBHP
members in Region 3: 1.84
(Statewide: 2.20)

e Substance Abuse Groups per
1000 IBHP members in
Region 3: .51 (Statewide:

.61)

“J OPTUM"

|daho Behavioral Health Plan
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 »  Number of Unique Members - Baunday
living in Region 4: 56,917 l

*  Number of Unique Members
| living in Region 4 that have
accessed services through the
| Idaho Behavioral Health
| Plan since January 2014: 10,956 ‘

*  Percentage of all Idaho
Behavioral Health Plan members
| represented in Region 4: 21.27%

*  Mental health clinicians per 1000
f Idaho Behavioral Health Plan
' members in Region 4: 19.2
| (Statewide: 14)

*  Prescribers per 1000 Idaho
Behavioral Health Plan members
in Region 4: 3.5 (Statewide: 2.20)

- ¢ Substance Abuse Groups per
1000 Idaho Behavioral Health
Plan members in Region 4: .37
(Statewide: .61)

“J OPTUM"

idaho Behavioral Health Plan



Number of Unique Members
living in Region 5: 35,847

Number of Unique Members
living in Region 5 that have
accessed services through the
Idaho Behavioral Health

Plan since January 2014: 4,491

Percentage of all Idaho
Behavioral Health Plan members
represented in Region 5: 13.40%

Mental health clinicians per 1000
Idaho Behavioral Health Plan
members in Region 5: 6.02
(Statewide: 14)

Prescribers per 1000 Idaho
Behavioral Health Plan members
in Region 5: .7 (Statewide: 2.20)

Substance Abuse Groups per
1000 Idaho Behavioral Health
Plan members in Region 5: .56
(Statewide: .61)

“J OPTUM"

|daho Behaviaral Health Plan



Reglonal Snapshot | REGIGN 6
January 2'315

i\

' * Number of Unique Members ~ Boundsy
living in Region 6: 21,767

*  Number of Unique Members
living in Region 6 that have
accessed services through the
Idaho Behavioral Health
Plan since January 2014: 3,523

*  Percentage of all Idaho |
Behavioral Health Plan members |
represented in Region 6: 21.89%

|
*  Mental health clinicians per 1000 |
Idaho Behavioral Health Plan |
members in Region 6: 14.88 |
' (Statewide: 14)

*  Prescribers per 1000 Idaho
Behavioral Health Plan members
in Region 6: 2.29 (Statewide:
2.20)

*  Substance Abuse Groups per
' 1000 Idaho Behavioral Health
. Plan members in Region 6: 1.01
(Statewide: .61)

“J OPTUM"

Idaho Behaworal Health FPlan
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Regional :Sn_apshdf | BREGION 7
January 2015
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-

*  Number of Unique Members | - Baundwy
living in Region 7: 46,659 [

*  Number of Unique Members
living in Region 7 that have
| accessed services through the
' Idaho Behavioral Health
Plan since January 2014: 8,153

*  Percentage of all iIdaho
Behavioral Health Plan members
represented in Region 7: 17.44%

*  Mental health clinicians per 1000
Idaho Behavioral Health Plan
members in Region 7: 10.63
(Statewide: 14)

*  Prescribers per 1000 Idaho
Behavioral Health Plan members
in Region 7: 1.69 (Statewide:
2.20)

- ¢ Substance Abuse Groups per
1000 Idaho Behavioral Health
Plan members in Region 7: .66
| (Statewide: .61)

“J OPTUM"

Idaho Behaviaral Health Plan






Collaborative Adult Work Group System Changes
Reference Checklist —2013/2014
December 3, 2013

HOW TO USE THIS CHECKLIST

The following list of questions are to be used as a reference to help
ensure proposed and implemented changes to the Adult
Developmental Disabilities system respond to the needs, priorities
and suggestions identified by the Collaborative Work Group. In
posing these questions, the Collaborative Work Group recognizes
regulatory requirements and fiscal constraints may daffect the extent
to which any of these can be implemented. However, Collaborative
Work Group recommends any systems change consider how it does,
to the extent feasible, best respond to the following questions. The
goal is to intentionally improve the system to achieve the vision, and
to specifically not harm what currently exists.

Subsequent pages provide a list of parameters respective to
Medicaid rules and key definitions. Another checklist specific to
participant needs, priorities and suggestions is pending.

In the development of our recommendations for and implementation of a
Developmental Disabilities system for adults, have we ensured, to the extent
possible . ..

... a) the two eligibility processes include steps to effectively cross-reference
other eligibility processes (Aged & Disabled Wavier, Developmental
Disabilities Waiver, Intermediate Care Facilities for Individuals with
Intellectual Disabilities, Intermediate Care Facilities for Individuals with
Developmental Disabilities) with which an individual may also be involved?

Page 1 of5



. b) services (or service packages) are flexible and easy to adapt to an
individual’s changing needs?
. ¢) the individual budget process addresses all needs identified in the “person
center planning” meeting, including those that fall outside of

a. “Medically necessary”? — (See definitions below)

b. “Health and safety”? - (No definitions provided)

. d) the individual budget process and person centered planning process work
together to best meet individual needs?

.. €) DHW clinical review processes collaborate more effectively with the
person centered planning process? — (See definitions below)

. f) long-term employment supports are available to all individuals?

.. g) specified services are governed by the same rules and regulations
regardless of who is providing the service?

. h) reimbursement rates cover all costs incurred with providing services?

. i) billing procedures are structured in a user-friendly way that minimizes
billing errors?

..j) regulations . . .
. 1) around data collection avoid duplication and enhance training?

. 2) involving oversight of para-professional staff avoiding duplication and
enhance training?

. 3) allow services to include recreation and exercise?

. 4) accommodations and additional dollars are in place to support
services provided in rural areas?

.. k) our provider network system offers career opportunities for both
professionals and para-professionals featuring benefits, living wages and
training?

.. 1) an effective communication system provides consistent information
between different services?

. m) our system actively pursues a communication, outreach and information
center that effectively brings best practices and progressive thought to all
service providers and facilitates a shared understanding of the service
delivery system?
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Definitions
1. Person Centered Planning
2. Medically Necessary
3. Health and Safety
4. Quality Services
5. Quality Personnel

Definitions from Centers for Medicare & Medicaid Services Idaho Administrative
Procedures Act:

Person Centered Planning

Centers for Medicare & Medicaid Services Technical Guide - An assessment and
service planning process is directed and led by the individual, with assistance as
needed or desired from a representative or other persons of the individual’s
choosing. The process is designed to identify the strengths, capacities,
preferences, needs, and desired outcomes of the individual. The process may
include other persons, freely chosen by the individual, who are able to serve as
important contributors to the process. The PCP process enables and assists the
individual to identify and access a personalized mix of paid and nonpaid services
and supports that assist him/her to achieve personally defined outcomes in the
community.

Idaho Administrative Procedures Act - A meeting facilitated by the plan
developer, comprised of family and individuals significant to the participant who
collaborate with the participant to develop the plan of service.

Medically Necessary
Centers for Medicare & Medicaid Services Technical Guide - Services or supplies
that are proper and needed for the diagnosis or treatment of a medical
condition, are provided for the diagnosis, direct care, and treatment of the
condition, and meet the standards of good medical practice
Idaho Administrative Procedures Act - A service is medically necessary if:
a. It is reasonably calculated to prevent, diagnose, or treat conditions in
the participant that endanger life, cause pain, or cause functionally
significant deformity or malfunction; and
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b. There is no other equally effective course of treatment available or
suitable for the participant requesting the service that is more
conservative or substantially less costly.

c. Medical services must be of a quality that meets professionally
recognized standards of health care and must be substantiated by records
including evidence of such medical necessity and guality. Those records
must be made available to the Department upon request.

Health and Safety, Quality Services and Quality Personnel — no specified

definitions from Centers for Medicare & Medicaid Services or the Idaho
Administrative Procedures Act
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Medicaid Parameters

Medicaid is required to use CPT and HCBS procedure codes for billing. These
codes are nationally recognized and are required by CMS. Each code comes with
a description of the service. Instructions included as part of the description often
identifies the minimum qualification of the provider and the billable unit.

Self-Direction services are not defined the same way and are therefore not
subject to the same requirement.

Reimbursement rates are tied to the qualifications of the provider, and are
established by the State of Idaho through a stated process.

Services purely diversional and recreational in nature fall outside the scope of
HCBS wavier services. However, social and recreational programming is
allowable. It is the intent of the service (socialization vs. diversion) that makes
the difference.

Currently, medical necessity and health and safety requirements are a part of the
exception review process. This criterion is applied to service requests that
exceed the assigned budget. Exception review is attached to the current system
— if redesigned, this may become moot.
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APPENDIX B: STATE MATRIX
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Arizona Fact-Finding Trip Report
to
Idaho’s Collaborative Workgroup (CWG) on Services for Adults with
Developmental Disabilities
July 24, 2014



CWG Arizona Fact-Finding Trip Report

In May 2014, a group of stakeholders from Idaho’s Collaborative Workgroup
(CWG) on Services for Adults with Developmental Disabilities visited Arizona to
investigate their DD service delivery system. The stakeholders who visited

Arizona included Christine Pisani, Bill Benkula, Art Evans, and Matthew Wappett.
This trip included visits with state employees, policymakers, self-advocates, and
families. This report outlines some of the key findings from this investigatory trip
and provides backup documentation as an additional resource for consideration by
the entire CWG.

Background

Arizona was one of the first states to create a comprehensive system for people
with developmental disabilities committed to serving everyone eligible through
an 1115 Medicaid Waiver (NASDDDS, 2010). Arizona has created a highly cost
effective service system by moving away from large congregate settings and
supporting individuals living with their families or in small community
residences. As a result, Arizona is one of the most cost effective programs in the
country, with only one state in the nation spending less per capita (NASDDDS,
2010). The Case for Inclusion 2014 report put out by United Cerebral Palsy (UCP)
ranked Arizona’s Medicaid system for serving individuals with intellectual and
developmental disabilities as #1 in the nation (UCP, 2014).

The Arizona Long Term Care System (ALTCS) serves over 34,970 people with
developmental disabilities (AHCCCS, 2014). There has been steady growth in the
program: from FY 2005 through FY 2013, enrollment in the DD program
increased from 15,937 to 34,970 or 119.4%; of this amount approximately
26,000 receive long term care services, the other 8,900 individuals, who do not
meet ALTCS eligibility, are served through a developmental disability “state only”
funded program. This “state only” program provides for support

coordination services and focuses on helping individuals find resources and
natural supports in their communities. The annual budget for the ALTCS and
“state only” program is approximately $900 million.

Trip Agenda & Data Sources

Data that inform this report were derived from multiple conversations with
stakeholders in Arizona. The data was primarily qualitative and taken from
transcripts (see attached), notes, and personal recall by the participants on the
fact-finding trip.

The agenda for the visits conducted on the Arizona trip was as follows:

Thursday, May 1, 2014
10:30am  Meeting with staff from Arizona Health Care Cost




Containment System and the Division of Developmental
Disabilities
12:15pm  Lunch with Arizona DD Council Staff and Council Members
2:30 pm Raising Special Kids - Parent meeting to discuss the AZ
managed care model
Friday, May 2,2014
10:00am  Jon Meyers, Executive Director, The ARC of Arizona
11:00am  Health & Wellness Fair - Disability Empowerment Center
1:00 pm Meeting with participants of the service system
3:30 pm Gompers Habilitation Center

General Findings and Observations

The AZ system has achieved much of their success through an 1115 R&D waiver
(as opposed to a 1915(c) waiver, like Idaho). This allows them much more
flexibility and leeway in how they manage their systems, define their cost
methodology, and conduct quality assurance. The 1115 R&D waiver requires
more reporting and oversight from CMS, but in the long run it has allowed
Arizona to serve more people with disabilities in a more efficient manner. Much
of what Arizona has accomplished would be difficult, and in some cases
impossible, under a 1915(c) waiver.

AZ has a one-time assessment and qualification process. When an individual
qualifies for the ALTCS program they do not have to go through annual
reassessments or qualification processes. Arizona currently uses a person-centered
planning model facilitated by care coordinators to identify individuals needs and

to determine necessary services. Nevertheless, they are currently conducting a
proof of concept pilot with the SIS this summer and are in contract talks with
Arizona's two UCEDDs to take on the task of conducting annual assessments for
ALTCS clients using the SIS. They are currently unsure of how the SIS

assessment process would affect the budgeting process for clients.

Because they operate under an 1115 waiver AZ uses an individual cost neutrality
model as opposed to an aggregate cost neutrality model like Idaho. Each client's
needs and ISP is reviewed by AHCCS (the fiscal side of ALTCS) through a Cost
Effectiveness Study (CES) to ensure that the costs for each person receiving
services in the community does not exceed an institutional threshold for costs.
The department reported that most adults with disabilities who qualify for the
ALTCS program are living with their parents/families, which helps to keep costs
contained. Arizona’s narrow definition used for ALTCS eligibility also helps keep
costs contained.

Another mechanism that Arizona uses for cost containment is the use of “shared
risk agreements” with individuals with disabilities and their families. Arizona
will rarely provide 24-hour monitoring or support services for individuals with
significant medical conditions, even if a medical professional or the family feels
that those services are necessary. ALTCS, through the care coordinator, will



negotiate an arrangement with the family where they will compromise on a
“reasonable” amount of support and will then ask the family to assume the risk
of monitoring the other times. For example, the state may provide for 12 hours a
day of monitoring/support for an individual on a ventilator who requires
constant adjustment and suction to keep the ventilator clear, and then Medicaid
will ask the family to provide that support for the other 12 hours. The families
sign a “shared risk agreement” that releases the state from liability for the time
that the family is providing the support. Arizona Medicaid also uses these shared
risk agreements for individuals who want to self-direct their own services or
who want to live independently in the community. In the event there is no way to
assure safety under the shared risk agreements model, and the individual requires
24 hour supports, Arizona does have several 6 to 8 bed group homes that are
available but they are not licensed as ICF/IDs.

ALTCS clients have the ability to self-direct their services within a set of
programmatic constraints. Clients can hire and fire staff through the use of a
fiscal intermediary, but they are unable to pay them as they wish because all
service rates are set by the state and cannot exceed institutional rates to ensure
individual cost neutrality. As mentioned earlier, ALTCS will also use shared risk
agreements to provide additional flexibility for clients who want to pursue
activities and/or living arrangements that are not wholly supported through
Medicaid. Medicaid contracts with an independent living center to provide
extensive training called “This is My Life” to individuals with developmental
disabilities. The training addresses the importance of speaking up, how to speak
up, the service system, and many other topics related to controlling one’s
services and quality of life (see: http://www.abil.org/this-is-my-life/).

High quality care coordination/support brokerage is a linchpin to the success of
the ALTCS system. State staff, advocacy organization personnel, parents, and
self-advocates all commented on the importance of high quality care
coordination in the ALTCS system. Care coordination is delivered directly by the
State (i.e. care coordinators are State employees) and there is a strong focus on
identifying and leveraging natural supports before bringing in paid

supports. Care coordinators receive extensive and ongoing training from the
Arizona Division on Developmental Disabilities(ADDD), and are constantly being
monitored and evaluated by the ADDD (see attached ADDD Training Planning
and Tracking Form for Support Coordinators). Care coordinators typically have
caseloads of 50-60 clients.

Consumer satisfaction appears to be high for individuals who are in the system;
although we did learn that it can be difficult for some individuals to get into the
ALTCS system. This was evidenced by the fact that there are many legal firms
that specialize in helping clients qualify for ALTCS. Self-advocates whom we
spoke with informed us that it is NOT necessary to have attorneys assist when
applying for services, but that many people are denied services because Arizona
uses such a narrow definition for eligibility. Legal firms typically become



involved after people have been denied access; legal firms help individuals
appeal their case, and provide assistance in arguing that the individuals does, in
fact, meet the eligibility criteria and should be allowed access to the services
available. For example Teresa Moore, a national self-advocate whom we met
with, had no trouble applying for and accessing the ALTCS program, but her
friend that also met with us, was denied access because he sustained his spinal
cord injury in a car accident at age 16.

It became clear from our conversations that ALTCS and the State of Arizona were
deeply committed to creating functional partnerships between the state

agencies, advocacy organization, and provider groups. In addition to contracting
with independent living centers to provide self-advocacy training, Arizona
Medicaid also contracts with the Arizona Parent Training Center to provide

parent training to learn about the service system, how to navigate the service
system, and provides the ability to have parents involved in systems change and
public policy discussions directly related to the service system. This center is also
directly involved in the development of the training curriculum and the actual
training of the care coordinators. Rates for providers are kept current by a very
specific methodology of reviewing rates annually and doing a mandatory re-basing
of rates every 5 years. Arizona uses the same method of setting rates as Idaho has in
statute but in Idaho that method has never fully been implemented.

Guardianship appears to be encouraged within Arizona and there are self-service
centers available to download all of the forms necessary to file for guardianship.
This was a clear theme through our discussions with the state and with parents.

AZ places a high priority of data and specifically in their participation in the
National Core Indicators project. The National Core indicators data provides
robust data that helps them gauge their effectiveness and it assists the State in
being proactive in planning for future needs. Although participating in the NCI
did place an additional administrative burden on the State, the benefits far
outweigh the costs of participation according to ALTCS personnel.

All of the people we met with mentioned that Arizona’s service system was very
urban-centric and that people residing in rural and remote areas (anywhere
outside of the Phoenix/Scottsdale or Tucson areas) have limited access to quality
services. Several people mentioned having to move closer to urban areas to
receive the services and supports they needed.

Arizona has the largest American Indian population of any other state. Most of
the tribal groups are located in the “Four Corners” area in the north of the state,
although there are several large tribal groups located in the Phoenix area. All of
the parties we spoke with mentioned the challenges inherent in delivering
services to this rural population. We did learn that the “Four Corners” region has
its’ own protection and advocacy organization to assist tribal members in
accessing services.



Idaho Council on Developmental Disabilities
208-334-2178

info@icdd.idaho.gov
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Executive Summary

2014 Report of the
Collaborative Work Group on Services for
Adults with Developmental Disabilities:
Findings and Initiatives
January 27, 2015

Vision

The Collaborative Work Group (CWG) on Adult Developmental Disability (DD) Services represents
a range of people with developmental disabilities, service providers, advocates, agencies and
policymakers. This group has convened to constructively influence the development of Idaho’s adult
DD service system consistent with the following vision:

By 2020, adults with developmental disabilities living in Idaho enjoy the same
opportunities, freedoms and rights as their neighbors. They have access to sustainable
service systems that provide quality, individualized supports to meet their lifelong and
changing needs, interests and choices.

Core Question

Given the unique and diverse needs of adults with developmental disabilities, the paid and unpaid,
public and private nature of the system, and the finite resources available through Medicaid, the
CWG seeks to design the system so it provides optimum supports and opportunity for productive
living.

Findings 2015 Initiatives

1. ldaho's self-direction option provides for a 1. Collaborate on Home and Community
wide array of services, contingencies and Based Services Rules Implementation
choices 2. Revise the current assessment and

2. Employment is an important and resource allocation system to ensure that
desirable outcome for most people with resources are matched to actual
DD individual needs and aligned with the

3. An opportunity exists to improve Idaho’s person centered planning process
assessment and resource allocation 3. Enroll Idaho as a participant in the
process National Core Indicators Project

4. A managed care organization model is (http://www.nationalcoreindicators.org)
designed for medical care; it would be 4. Generate a solid infrastructure, in
difficult to develop a managed care coordination with University of Idaho’s
organization to appropriately serve the Center on Disabilities and Human
DD population Development, that provides the adult DD

population an active, consistent and
effective voice in systems change




Introduction

Respect

The Collaborative Work Group (CWG) on Adult Developmental Disability (DD)
Services is a group of individuals who have come together to constructively
influence the development of Idaho’s adult DD service system. Convened by
the Idaho Council on Developmental Disabilities (ICDD) in November 2011, the
group aspires to achieve the following vision:

By 2020, adults with developmental disabilities living in Idaho enjoy the
same opportunities, freedoms and rights as their neighbors. They have
access to sustainable service systems that provide quality, individualized
supports to meet their lifelong and changing needs, interests and choices.

The CWG represents a range of people with developmental disabilities, service
providers, advocates, state agencies and policymakers. It features an eight-
member steering committee that meets monthly to do the detailed work. The
steering committee presents its work to the full membership of the CWG for
feedback and approval at least three times a year.

CWG seeks to influence the entire system, the core of which are Medicaid-paid
services, as well as other important community and natural supports, paid and
unpaid, such as employment, housing and transportation-supports essential to
helping adults with developmental disabilities live meaningfully inclusive and
productive lives.

CWG acknowledges and cautions that any changes to any part of the system
recognize the impact of that change among other services, supports, systems
and lives.

In its nearly 3 years of functioning, the CWG has undertaken the following
scope of work, producing deliverables in most cases discussed in more detail
later in this report. The CWG has

* Surveyed providers and people with disabilities to determine what is working and not
working in the current system, generating a Checklist (See Attachment A) of qualities
to feature in any proposed changes to the system

* Researched other states and compared respective assessment, service array and
budgeting processes, detailed in a summary document (see Attachment B)

* Worked on and helped pass legislation for supported employment

* Visited and generated a corresponding report about the State of Arizona’s system,
where some CWG members met with state personnel, providers and adults with
developmental disabilities to understand the nuances of that system in order to
inform ideas about MCO functionality (see Attachment C)

* Generated a list of findings and features under development for the future system as
presented in this document-the CWG’s 2014 Report: Findings and Initiatives
(Report)




* Initiated a more thorough examination and use of the existing Self Direction program to promote the
opportunity and flexibility the existing program offers

* Initiated a study of needs assessment processes to ensure the best assignment of services and most
appropriate allocation of financial resources

The findings and initiatives presented in this Report focus primarily on Idaho’s Division of Medicaid
(Medicaid) and support efforts undertaken by the Employment First Consortium. In addition to
completing the more robust implementation of the Self Direction program and investigating effective
and efficient improvements to the existing needs assessment process, in 2015 the CWG will look at
the status, needs and opportunities related to the non-Medicaid aspects of the system-the
community and natural supports so integral for living healthy and productive lives.

Always, the CWG work and recommendations are grounded in the following values:

* Respect
* Safety

* Choice
*  Quality

¢ Community Inclusion

More information about the CWG, including an introductory video and group products, can be found
on the ICDD website, at: http://www.icdd.idaho.gov/projects/Adult%20Services/ASR.htmi

Table 1: CWG Membership

CWG Members Delegate Alternate

ACCESS Idaho Trinity Nicholson** Lisa Cahill

Idaho Assoc. of Developmental Disability Agencies Maureen Stokes** Corey Makizuru
Case Management Assoc. of Idaho Joanne Anderson None

Care Providers Network of |daho (CFHs) Eva Blecha Becky Solders
Center on Disabilities and Human Development, Ul Julie Fodor, PhD Richelle Tierney**
Division of Medicaid Art Evans* Jean Christensen®
Disability Rights Idaho Jim Baugh** Dina Brewer
Council on Developmental Disabilities Christine Pisani ** Tracy Warren
Vocational Rehabilitation Jane Donnellan None

Self Advocate Leadership Network Noll Garcia* Kristyn Herbert*
Residential Supported Living Assoc. Bill Benkula ** None

Division of Family & Community Services (crisis) Oscar Morgan None

Vocational Services of idaho Kelly Keele** Cassie Mills

Idaho Health Assoc./ICFs-ID Tom Moss Kris Ellis
LINC/Centers for Independent Living Roger Howard None

Office of the Governor Tammy Perkins None

Legistature Rep. Sue Chew* None

Legislature Sen. Lee Heider None




The Current Service System

= -

The service system for adults with disabilities =N
features an important combination of Medicaid- \ Medlcaid-pald services )
paid services and other community supports. All "
are required to enable adults to live meaningful,
productive lives. Like a stool with its legs on a
foundation—a range of community supports—

Medicaid pays for many core services needed / / e II"\ .
for eligible adults; however other non- - 1"
Empl nt

Medicaid supports, such as housing,

employment and transportation, are required ’
to enable living as independently as / \
possible. Without one key community / ]
support, other supports become more / Community and Natural Supports X
intensive and quality of life diminishes. = )

Developmental Disabilities — Idaho’s Definition
The Section 66-402(5) Idaho Code defines a developmental disability as:

A chronic disability of a person that appears before 22 years of age and is

\j‘g » Attributable to impairment such as mental retardation, cerebral palsy, epilepsy,

autism or other condition found to be closely related to or similar to one of
these impairments that requires similar treatment or services, or is attributable
to dyslexia resulting from such impairments.

The condition:

+ Results in substantial functional limitations in three or more of the following
areas of life activity: self-care, receptive and expressive language, learning,
mobility self-direction, capacity for independent living, or economic self-
sufficiency;

» Reflects the needs for a combination and sequence of special interdisciplinary
or generic care, treatment or other services, which are of life-long or extended
duration and individually planned and coordinated.

Services for Adults with Developmental Disabilities — An Overview

| Medicaid Services

Medicaid is a federal program with a roughly 70/30 federal to state match
providing funding for medical and health related services for people with low
income in the United States. The Bureau of Developmental Disabilities

. Services (BDDS) within the Idaho Department of Health and Welfare Division
of Medicaid manages the Medicaid-paid services for adults with developmental
disabilities.




in Idaho, adults with developmental disabilities may be eligible for Medicaid benefits. Adults can apply
for those benefits through an Idaho Department of Health and Welfare Independent Assessment
Providers in a process that takes only a couple of hours. Eligibility is determined within a couple
months.

The following services and supports are available for adults with developmental disabilities through
Idaho Medicaid:

* Targeted Service Coordination—a service for individuals who cannot access, coordinate or maintain
services on their own

* Developmental Therapy-skill development services provided through individual or group therapy in the
home, community or a center

* Community Crisis Supports—interventions for individuals who are at risk of losing housing, employment or
income, or who are at risk of incarceration, physical harm, family altercations or other emergencies

* Intermediate Care Facility for Persons with Intellectual Disabilities (ICF/ID) Services—an ICF/ID is a home
for up to 8 individuals. The home has shared dining, living and cooking areas. Each individual can have
a private bedroom or share a bedroom with another individual. Services provided by the ICF/ID are
designed to meet the needs of individuals requiring in-home care, and provide services 24 hours a day

Through a Medicaid Waiver program (Medicaid Home and Community-Based Services §1915(c) of
the Social Security Act), Medicaid provides each state the opportunity to provide an array of
services that assist Medicaid beneficiaries to live in the community and avoid institutionalization.
States have broad discretion in designing the waiver program to best complement traditional
Medicaid services, meet the needs of the state’s population in a manner that is cost-effective, and
employ a variety of service delivery approaches, including participant direction of services."
Medicaid Home and Community-Based Services Rules have been revised in 2014, providing even
more flexibility, assurances and choice for the participant.

ldaho’s Division of Medicaid has worked with intentionality to develop a quality waiver program,
which features the following DD Waiver services:?

* Residential Habilitation—Certified Family Home and/or Supporting Living

o Certified Family Home: an individual can live in the home of his/her parents, the home of another
family member, or the home of someone in the community who is not related. Some supports and
services will be provided in the home and some supports and services will be provided in the
community.

o Supporting Living Services: an individual can live in his/her own home, apartment, or an apartment
with up to two other individuals. Supports and services can be provided in the home or apartment
and in the community to help the individual live as independently as possible.

* Chore Services—might include washing windows, moving heavy furniture, or shoveling snow.

! http://www.healthandwelfare.idaho.gov/Portals/0/Medical/DD%20Waiver.pdf

? http://www.healthandwelfare.idaho.gov/Portals/0/Medical/DevelopmentalDisabilities/Medicaid%20Services%20and%20Supports.pdf




* Respite Services—services provided on a short-term basis due to the absence of the normal caregiver,
and limited to the individual who lives with non-paid caregivers

* Supported Employment-provides support in a competitive work setting with job coaches who help the
individual learn the job.

* Non-medical transportation—transportation to community services.

= Environmental Accessibly Adaptations—provides for certain interior and exterior changes to the home,
which enable individuals who would otherwise be institutionalized to function with greater independence
in the home.

* Specialized Medical Equipment and Supplies—additional supports when the state plan limits are used up,
or the equipment or supply is not available under the regular state plan. ltems must be necessary for the
direct medical or remedial benefit of the individual.

* Personal Emergency Response Systems (PERS) A PERS unit is a portable or stationary device that is
used to call for help in an emergency. This item is sometimes referred to as a “lifeline.”

* Home Delivered Meals—a service that delivers one or two nutritious meals each day for individuals who
are alone for significant parts of the day, who have no regular caregiver for extended periods of time, and
who are unable to prepare a meals without assistance.

» Skilled Nursing—Provides professional nursing services to individuals who need them. Nursing services
must be recommended by a physician and must be listed on the participant’s plan.

* Behavioral Management and Crisis Management-This service is delivered to individuals who are having
a psychological, behavioral or emotional crisis. Behavioral and crisis management is an emergency back
up and provides direct support for the individual in crisis.

* Adult Day Health—a supervised and structured day program for individuals to receive a variety of social,
recreational and health activities.

» Self-Directed Community supports—this is a Medicaid option for adults who are eligible for the DD waiver.
This option provides participants the opportunity to make their own choices about supports, giving them
freedom to manage their own lives. Participants do not have to choose supports alone. They have as
much or as little help as they need from a support broker, a circle of support, and a fiscal employer agent
(FEA).

o Participants will have an individualized budget, create a support and spending plan, hire workers,
and buy goods and services. Participants must agree to follow four guiding principles:

Freedom to plan their own lives

Control over their Medicaid dollars to buy supports and services

Support to become involved in their communities

Responsibility for their choices and decisions

o If self-direction does not work, individuals can go back to receiving traditional Medicaid DD
services.

Currently, approximately 3500 adults receive Medicaid waiver services in Idaho, served by
approximately 100 Medicaid Providers. The services provided in Idaho are found to be more
extensive than those provided in other states the CWG researched.




Community and Natural Supports

Any individual has a range of needs specific to their condition and community that must be met in
order to live as independently and meaningfully as possible in their own community. CWG has
identified the following list of essential needs:

Food and Housing

Health Care

Safety

Employment

Development of Independent Living Skills
Mental and Behavioral Health

Integration in Community Activities
Transportation

Protection of Rights and Self Determination

~SF@meapoTw

Clearly, some of these needs can be met through Medicaid services but many of them cannot.
Putting all these pieces together for a single individual in a specific location requires attentive
planning and meaningful individual, family, agency, and community engagement.

The CWG defines community supports as those resources in the community needed by the individual
to help them live their lives as fully as possible — those needs beyond what Medicaid can provide, but
which may be paid or non-paid, provided by agencies and entities other than Health and Welfare
(Housing, Vocational Education, Transportation, communities, families), and which complete the
individual's system of care.

Work undertaken and anticipated by the CWG around community supports, specifically employment
and housing, are discussed in more detail in future chapters of this report.

Core Question
Given finite resources available through Medicaid, and the unique and diverse needs of the adult DD

population, the underlying question the CWG needs to address is how to design the system so it
provides optimum supports and opportunity for productive living.

10




Research

To inform its understanding of DD system options and possibilities, the CWG
studied the following 11 states:

* Arizona ¢ North Carolina
* Colorado « Ohio

* Florida = Oregon

* Michigan * Rhode Island
* New Mexico e Wyoming

= New York

Research involved reviewing the individual states’ websites, and interviewing
Directors, state Developmental Disabilities Councils, and state agency
personnel.

Summarily, CWG learned many states authorize their services regionally
instead of statewide, sometimes resulting in different rates and services in
different regions of the state. Other states have long waiting lists. One common
element was identified in many of the states CWG explored is using the
Supports Intensity Scale (SIS) as the tool to establish budgets for adults with
Intellectual and Developmental Disabilities. The National Office of United
Cerebral Palsy has rated Arizona number one in the nation for service delivery
for people who experience intellectual disabilities and developmental
disabilities.

Arizona's system featured some components that warranted additional
research, including functioning as a state-managed care organization (MCO),
no wait lists, a responsive reimbursement methodology, and a heralded
partnership between the state agencies, advocacy and provider groups.

Choice

In Arizona, state employees function as service coordinators and participate in
individual Person-Centered-Planning® meetings and plan development. The
Arizona Department of Economic Security (equivalent to Idaho’s Department of
Health & Welfare) contracts with Raising Special Kids, the Arizona Parent
Training Center, to conduct and oversee coordinator training. Extensive training
is provided on a range of topics including education about how to develop
unpaid supports, and how to help adults and families develop those supports
where they may be limited or not currently in place.

i One downfall in Arizona is that Arizona does not have a 1915(c) waiver — they
operate an 1115 demonstration waiver. People who qualify for the 1115 must

. function on an individual cost neutrality. Individual cost neutrality means if they
cannot pay for the supports they need for 24-hour care in their own home with

) Person Centered Planning is an ongoing problem-solving process used to help people with disabilities plan for their future. In person
centered planning, groups of people focus on an individual and that person's vision of what they would like to do in the future.

11




the funds they are provided, they must either have natural supports willing to sign a risk agreement
with the state or they must live in a 6-8 bed group home. However, family members of children living
in these group homes express satisfaction with the supports and services their loved ones receive.

Appendix B provides a summary of the states reviewed and description of how those systems work.
Appendix C describes in more detail the findings of CWG study of Arizona's MCO-operated program,
which had direct bearing on future considerations for Idaho’s program presented in the next section.

12




Findings
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Supports and services for people with developmental disabilities are most
effective when they are flexible, adaptive and conform to the natural flow of
the participant’s needs, life and choices.

To provide appropriate supports for the DD community, a system of care must
be broad and flexible, addressing an individual’'s needs for:

Food and Housing

Health Care

Safety

Employment

Development of Independent Living Skills
Mental and Behavioral Health

Integration in Community Activities
Transportation

Protection of Rights and Self Determination

2 0 N | jonl e B o

Medicaid plays a leading role in providing health care, independent living skills
and mental and behavioral health. Medicaid also has a role in providing for
safety, employment, community integration, and transportation along with
other state agencies and community supports. Food and housing are not part
of the Medicaid program, except for people in long-term care facilities. People
with developmental disabilities need help with obtaining and coordinating
assistance from Medicaid and non-Medicaid service providers.

A good system of care will support as precisely as possible the approved
services to meet an individual’s unique needs, with reimbursement rates to
match the actual cost of providing the service.

Findings

Federal Medicaid regulations can create challenges to flexibility and
adaptability of services

Most Medicaid Services are specifically defined. Services are provided by
people with specific qualifications employed by certified provider
organizations. Services come in units, usually specific blocks of time. Each
service has a specific reimbursement rate and billing code. These are features
of a medical model of reimbursement for procedures and office visits. The
CWG recognizes service definitions and rate setting create strong incentives

| and disincentives, and CWG seeks to be aware of the incentives it creates.

Life does not take place in defined time blocks. Life happens all of the time

| everywhere you go and whomever you are with. Life requires a kind of free

flowing, constantly adapting, creative responsiveness. This is often
incompatible with the discreet units of precisely defined billing codes, or
“services”.
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Acknowledging this reality and addressing it to the extent possible in the design of the system is key
to the CWG Vision for adults with developmental disabilities.

Idaho’s self-direction option provides for a wide array of services, contingencies and choices

Idaho’s “My Voice My Choice” (MVMC) self-directed (waiver) option makes possible a high level of
participant choice, control and flexibility within the Medicaid system. It can be creatively adapted to a
participant’'s needs and choices. It is possible to use the MVMC option to access services from
traditional providers in a way that preserves choice and flexibility. This option currently serves 574
adults and has experienced steady growth.

In order to leverage those opportunities, CWG has, in partnership with the Division of Medicaid,
embarked on an effort to generate a greater understanding of the opportunities the self-directed
option affords by engaging participants and providers in the process of testing those opportunities,
then measuring and reporting on outcomes in response. The CWG has undertaken a number of
surveys to learn about levels of satisfaction with the self-directed option. Preliminary results indicate
an opportunity to provide some education to dispel some of the myths and misinformation about who
can access and how to access self-direction, as well as who may provide services within the option.

Employment is an important and desirable outcome for most people with DD

The Collaborative Work group endorses the efforts of Employment First Consortium, another group
convened by the ICDD for the purpose of improving how employment services and systems work in
ldaho so people with DD are able to reach their career goals. The Consortium provided specific
employment service definitions and system improvement recommendations to inform the work of the
CWG.

The CWG reviewed and supported legislation proposed by a collaborative workgroup including both
CWG and Consortium members. The law was passed by the 2014 State Legislature and allows
individuals to request additional service plan dollars for community supported employment services.
One result of this statute change is that more people who are eligible for the DD waiver are able to
include long-term employment support services under Medicaid in their service plan. This enables
them to access vocational rehabilitation services rather than be added to the waitlist for the extended
employment services program.

Employment provides individuals with developmental disabilities the opportunity to be an active
participant in their community and to: build relationships, increase their social capitol, improve their
overall health, and become economically self-sufficient. Having a job has a positive effect on overall
quality of life.

An opportunity exists to improve Idaho’s assessment and resource allocation process

CWG purports assessments should:

¢ Provide information to establish eligibility for DD services and for waivers
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* Determine the needs of participants and the amount and types of services that can meet those needs
utilizing a person centered planning process

» Allocate resources consistent with the participant’'s needed support level

Idaho currently uses the Scales of Independent Behavior — Revised (SIB-R), which has not been
updated or re-normed for a long time. There is some indication the SIB-R may be re-normed in the
future, but there is no indication of when or whether it will be updated for use on current software
systems.

There is also some dissatisfaction with how the SIB-R is implemented and the consistency and
thoroughness of its use. Furthermore, adults with developmental disabilities and families have
expressed frustration with the SIB-R’s deficit based approach as opposed to using a strength-based
approach consistent with current principles around best practice.

CWG is investigating the use of other methods of assessing the need for services and matching
needs to resources including the InterRAI, Arizona’s assessment /planning process, the Supports
Intensity Scale (SIS) and others. While the SIS is better than the SIB-R in that it actually asks about
services and supports the participant needs, instead of merely about their skills. However, it still
assigns numbers to responses and yields a final overall supports score. Any evaluation that reduces
the information about service needs to a single number (or 2 or 3 numbers) retains some of the
objectionable features of the SIB-R.

InterRAI, however, continues to be a tool of high interest to the CWG. Work is underway to further
understand its features. CWG envisions an opportunity to conduct an assessment resulting in an
individual’s need for resources based on an objective individual determination, rather than a score or
a correlation. This will allow participants’ broad flexibility and opportunity to make the best use of the
resources to meet participant needs. While the CWG continues to study InterRAI, the DHW Division
of Medicaid has committed staff resources to research and test assessment and resource allocation
models, working actively with CWG to find the best statewide solution.

In addressing needs, “Natural Supports,” or unpaid sources of assistance, may provide needed
support and community integration for people with DD while reducing dependence on government
financed services. Because “natural supports” are voluntary, they often are not predictable or reliable.
CWG finds natural supports an underdeveloped resource in Idaho. However, the state does pay for
support provided by family members, which may actually undermine the concept of natural supports.
The issue and the resource warrant study and development.

A managed care organization model is designed for medical care; it would be difficult to
develop a capitated managed care organization to appropriately serve the DD population.

A managed care organization (MCO) combines the functions of health insurance, delivery of care,
and administration in a single organization. Typically, MCOs (such as health insurance companies)
have considerable experience with medical care management. Medical managed care strategies rely
on preventive treatment and care management to realize savings by reducing more expensive
surgical and in-patient treatments.
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DD services are very different from medical treatments and procedures. There is no reason to expect
that the disability will be “cured” or that the participant will be rehabilitated to the level of complete
independent functioning. DD services provide long-term supports for activities throughout the
participant’s day and life span. Unlike medical procedures and therapies, DD services are not
generally delivered in clinical settings and are most effective when they are integrated into home and
community activities. DD services emphasize skill-building, adaptation, and supportive assistance
rather than surgery, medication, and symptom control. Furthermore, federal requirements (and best
practices) for individualized “person centered planning” and the ongoing supportive nature of DD
services challenge the suitability of medical managed care models.

A couple states are experimenting with an MCO model in which a state agency (such as the Division
of Developmental Disabilities) acts as an MCO. However, they must overcome the reality of the
financial incentives built into MCO models, where a “per member per month” (PMPM) payment
system may encourage the reduction of services without any incentives for improved outcomes.
Idaho Medicaid services for people with DD already employ managed care strategies including prior
authorizations, comprehensive services plans, care coordination, independent assessments, and
individual service budgets. Some services, such as supported living and certified family homes, are
already structured as capitated daily rates for comprehensive supports. The MCO feature Idaho has
not adopted is a single capitated rate for the entire population. This is specifically because of the wide
variations within the DD population. Some capitation features, including the limits on the total funding
available in individual budgets, are featured in Idaho’s system. A high level of quality assurance is
important for any DD service system, but it is even more important for managed care models.

In order to ensure Idaho’s funding is most appropriately budgeted for each individual, CWG finds that
deploying a more effective assessment and resource allocation process will secure better outcomes
than a capitated MCO contract structure.
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2015 Initiatives

Communfty Inclusion

Collaborate on Home and Community Based Services Rules
Implementation

In January 2014, the Center for Medicare and Medicaid Services (CMS) passed
new final rules for the use of home and community-based Medicaid funding.
The rule enhances quality, adds protections for individuals receiving services,
ensures individuals have full access to the benefits of community living, are
able to receive services in the most integrated setting, defines person-centered
planning requirements, and provides for additional compliance options for
waiver programs.

Idaho’s Division of Medicaid has already conducted a Gap Analysis and issued
a Transition Plan for residential services to work toward the requirement of the
new rules. The National Association of Councils on Developmental Disabilities
has acknowledged Idaho for having produced one of, if not the most,
responsive draft transition plans among the states.

Idaho also recently released the draft Transitional Plan for Non-residential
settings.

Idaho is also fortunate in that it has an already established group—the CWG-to
collaborate with the Division to implement the rules over the next five years.
The CWG’'s vision for adults with DD is generally consistent with the new rules.
The HCBS rules provide a framework for important parts of the DD system with
which ldaho must comply. The CWG must ensure that the enhancements it
proposes to the system are in compliance with these federal rules.

As the CMS HCBS rules are implemented, the Division of Medicaid is providing
monthly updates to the CWG Steering committee on the status of transition
planning and outreach to stakeholders. To ensure adults with developmental
disabilities have a real voice in the implementation of the rules and reflect the
actual impact, CWG members from the Council on Developmental Disabilities
(ICDD), the Center on Disabilities and Human Development (CDHD), and
Medicaid are working collaboratively to create a survey and conduct statewide
focus groups with adults with developmental disabilities and families.

In addition to the statewide focus groups, ICDD and the CDHD are creating a
statewide study of adults with significant disabilities to learn of their experiences

with the implementation of the HCBS rules. The results of this study, along with

information collected through the focus groups, will provide a wealth of
information from people served by the developmental disabilities waiver. This
baseline of information will then be provided to the Division of Medicaid for its

* http://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2014-Fact-sheets-items/2014-01-10-2.html

17




use in evaluating service provider compliance within the first year of HCBS rules implementation and
in future years.

Revise the current assessment/resource allocation system to ensure that resources are
effectively matched to actual individual needs and are aligned with the person centered
planning process.

Much of CWG's current effort is in the study of needs assessment options and of interRAI specifically.
CWG will continue to pursue this opportunity through 2015.

Enroll Idaho as a participant in the National Core Indicators Project™ °

The National Core Indicators™ (NCI) is a voluntary effort by public developmental disabilities
agencies to measure and track their own performance. Core indicators are standard measures used
across states to assess the outcomes of services provided to individuals and families. Indicators
address key areas of concern including employment, rights, service planning, community inclusion,
choice and health and safety. Forty-two states have joined and are able to compare outcomes
against each other’s data. States participants report the acquisition of data that allows them to project
future needs, trends, and where a state system may have a shortfall of available services to meet a
growing demand.

The following table identifies the core indicators and what each addresses:

Core Indicator Address
How well the public system aids adults with developmental disabilities to
Individual work, participate in their communities, have friends and sustain relationships,
Outcomes and exercise choice and self-determination. Other indicators in this domain

probe how satisfied individuals are with services and supports.

(a) Safety and personal security

Health, Welfare | 3 o oith and wellness

and Rights (c) Protection of and respect for individual rights
(a) Service coordination
System (b) Family and individual participation in provider-level decisions
Performance (c) The utilization of and outlays for various types of services and supports

(d) Cultural competency
(e) Access to services.

Staff Stability Provider staff stability and competence of direct contact staff.

How well the public system assists children and adults with developmental
disabilities, and their families, to exercise choice and control in their decision-
Family Indicators | making, participate in their communities, and maintain family relationships.
Additional indicators probe how satisfied families are with services and
supports they receive, and how supports have affected their lives.

Table 2: National Core Indicators

5 http://www.nationalcoreindicators.org/
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Idaho is one of thirteen states that have not joined NCI. With an acknowledged participation fee and
need for Idaho staff resources, the CWG still finds participation in the NCI would prove advantageous
to the state.

Generate a solid infrastructure, in coordination with University of Idaho’s Center on
Disabilities and Human Development (CDHD), providing the adult DD population an active, and
effective voice in systems change

One of CWG's initiatives was to pursue a meaningful and consistent way to engage the adult DD
population throughout the state and at all levels of functionality in systems change. CWG considers it
essential for people with developmental disabilities are at the core of shaping their new service
delivery system. While people with developmental disabilities have been involved throughout the work
of the CWG, it was strongly felt that there was a need to be doing more to get a broader and deeper
range of feedback from adults with developmental disabilities across the state.

Thanks to the leadership and expertise offered through CDHD, an important link through the policy,
advocate and service levels of the DD population is being established.

CDHD houses the Coordinator for its own CDHD Community Advocacy Committee (CAC). The
CAC'’s mission is to guide CDHD leaders by “providing insight into the opportunities and challenges
facing people with disabilities and their families on national, state and local levels.” The same person
who holds the position as Coordinator for the CAC is also the state coordinator for the Idaho Self-
Advocate Leadership Network (SALN). SALN is Idaho’s statewide self-advocacy organization led by
and for adults with developmental disabilities. SALN receives funds through a contract with the DD
Council. SALN consists of a network of local chapters in Moscow, Nampa, Boise, Pocatello and Idaho
Falls. Self-advocates participate in statewide and national self-advocacy education and participate on
task forces developing state and national public policy. Members provide valuable insight into the
lives of adults with developmental disabilities.

To help fulfill the objective for participant voices in CWG efforts, the CAC/SALN Coordinator now
participates on the CWG Steering Committee. In that role, the Coordinator will use existing structures
and processes to consistently engage adults with developmental disabilities in discussions about
issues and ideas from the CWG. The process will capture opinions of adults with varying disabilities
and from diverse geographical areas of the state.

The following lists additional initiatives CWG will pursue in 2015:

1. Create incentives for desired outcomes as opposed to units of service, and develop objective
criteria and participant satisfaction measures to drive a robust quality assurance program.

2. Avoid administrative burdens created by compartmentalizing daily activities into multiple
discreet billing codes and service definitions, to the extent allowed by federal Medicaid
regulations.

3. Expand the use of current Medicaid models which allow for flexible and responsive supports
such as the “My Voice, My Choice” (MVMC) option and Supported Living services.
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4. Remove barriers and disincentives to using MVMC to access services from traditional service
providers, and encourage systems that allow providers to offer service packages to
participants.

5. Adopt an “Employment First” approach to services, encouraging employment to be considered
in each person’s planning process and incentivizing employment outcomes for people with DD.

6. Explore the opportunity for Medicaid to contract with Independent Living Centers to provide
training to participants on navigating the service system, managing their own services,
avoiding abuse and exploitation, and selecting providers.

7. Explore the opportunity for Medicaid to contract with Idaho Parents Unlimited (IPUL) to train
parents and family members on selecting and managing services and supports.

8. Explore the opportunity for Medicaid to conduct frequent (annual if possible) review of provider
rates and costs.

9. Explore how Medicaid may be able to increase the available training for providers.

CWG efforts will continue to seek increased flexibility and responsiveness in a manner integrated
into the natural flow of participants’ lives.
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Talking Points
Docket No. 24-1001-1401

Idaho Board of Optometry

These rules are brought by the Idaho Board of Optometry. The Board is a self-
governing, self-supporting board that regulates the practice of optometry in Idaho.

The Board is served by the Idaho Bureau of Occupational Licenses.
These rules change the reporting date for a licensee's continuing education.

Effective January 1, 2017, the time frame for obtaining continuing education will
change from a licensee's birth date to a calendar year.

The Board believes this change will lessen the confusion regarding when continuing
education must be earned for license renewal.

The Board sent a postcard to all licensees regarding this proposed change.
The proposed change was discussed at open and noticed meetings of the Board.

There have been three comments received in opposition to the rules, and three
comments received in support of the rules.
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Talking Points
Docket No. 24-1501-1401

Idaho Board of Professional Counselors
and Marriage and Family Therapists

These rules are brought by the Board of Professional Counselors and Marriage and
Family Therapists. The Board is self-governing and self-supporting, and it regulates
the professions of counselors and marriage and family therapists in Idaho.

The Board is served by the Idaho Bureau of Occupational Licenses.

This rule adopts the 2014 version of the American Counseling Association Code of
Ethics. The current code that is in effect dates back to 2005.

The new code modernizes counselor ethics.
The new code was discussed and adopted in open, noticed meetings of the Board.

Not aware of any opposition.
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Chairman Heider called the Health and Welfare Committee (Committee) to order
at 3:00 p.m. He welcomed family medicine residents from the Family Medicine
Residency of Idaho who were in the audience.

Chairman Heider passed the gavel to Vice Chairman Martin for rules review.

Vice Chairman Martin welcomed Mark Johnston to the podium for rules review.

Mr. Mark Johnston, Executive Director, Board of Pharmacy (Board), introduced
himself, along with pharmacy student Diane Butterfield, who was in the audience.
He then addressed Docket No. 27-0101-1402, relating to the 2013 federal
Compounding Quality Act.

Mr. Johnston said the Compounding Quality Act created a new drug outlet type,
the outsourcing facility. These facilities compound drug product and distribute the
product to practitioners for in-office administration. Because Idaho had no such
registration category, a temporary rule was promulgated.

Mr. Johnston said currently about 100 outsourcing facilities are federally registered
at $15,000 per registration. None are located in Idaho, but they distribute into Idaho.
Fees were established at the statutory maximum of $500 for initial registration and
$250 for renewals. Registration application requirements include (1) being federally
registered, (2) the identity of an Idaho registered or licensed pharmacist in charge,
and (3) a qualified inspection report. He said the Board received no public comment
and there was no expressed opposition. Mr. Johnston asked the Committee to
approve Docket No. 27-0101-1402 and stood for questions.

Senator Tippets asked if costs are greater for nonresident students. Mr. Johnston
said the fees are statutorily mandated maximum fees and would not necessarily be
greater for nonresident students.

Senator Schmidt moved to approve Docket No. 27-0101-1402. Senator Tippets
seconded the motion. The motion passed by voice vote.

Mr. Johnston addressed Docket No. 27-0101-1403, which regulates non-sterile
compounding for the first time. The rule also pertains to sterile compounding, which
is further regulated by Rule 240, Idaho Code. Rule 239 addresses compounding,
which includes the combining, mixing, and altering of ingredients to create a
medication tailored to meet the needs of an individual patient. He outlined details
set forth in the rule changes, including labeling, compounding, and record-keeping
requirements.



MOTION:

DOCKET NO.
27-0101-1404

MOTION:

DOCKET NO.
27-0101-1405

MOTION:

Mr. Johnston said the rule has been negotiated over two years. All public
comments were considered, and the Department is not aware of any opposition.
He asked for the Committee's approval of Docket No. 27-0101-1403 and stood
for questions.

Chairman Heider moved to approve Docket No. 27-0101-1403. Senator Nuxoll
seconded the motion. The motion passed by voice vote.

Mr. Johnston addressed Docket No. 27-0101-1404. He said this docket provides
various forms of clarification and harmony with the 2014 statutory changes and
addresses the situation whereby a patient cannot use their dispensed drugs when
being admitted to an institutional facility. The rules were publicly negotiated.

The docket clarifies that a foreign graduate is required to obtain 1,500 student
pharmacist hours; clarifies that a technician-in-training may only renew two times;
harmonizes the standard drug labeling rule with 2014 statutory changes; creates

a new limited pharmacy repackaging rule; clarifies when a controlled substance
inventory is to be taken; allows pharmacist immunizers to utilize all forms of
injectible epinephrine; clarifies that the statutory requirements of nonresident
registered pharmacists also pertain to nonresident licensed pharmacists;

clarifies pharmacy security requirements; combines various pharmacy security
requirements; combines various pharmacy authorized entry rules into one rule; and
updates remote dispensing site security and training requirements.

Mr. Johnston reviewed each rule in this docket and brought the Committee's
attention to the Board's work with Idaho State University (ISU) College of Pharmacy
on a new project to bring retail telepharmacy services to Idaho. He asked the
Committee to approve Docket No. 27-0101-1404 and stood for questions.

Vice Chairman Martin commended the Board and ISU for their cooperative
work. Senator Tippets questioned language relating to: agency accreditation,
drug dispensing, and technician staffing. Mr. Johnston clarified reasons for the
language in each instance. Senator Nuxoll asked about credits required for
graduation (required credits are 1,500) and consent for audio surveillance. Mr.
Johnston said the subject of audio surveillance was never discussed, but he will
bring it to the attention of the Attorney General.

Chairman Heider moved to approve Docket No. 27-0101-1404. Senator
Hagedorn seconded the motion. The motion passed by voice vote.

Mr. Johnston addressed Docket No. 27-0101-1405. As of January 2, 2015, the
federal Drug Quality and Security Act preempts states from tracking prescription
drug product through the distribution system, which creates the need to strike Idaho
Code Rule 809 to eliminate confusion. He said legislation will be coming to the
Senate from the House with several statutory changes that were initiated because
of this federal act.

Mr. Johnston reviewed each change in detail. He said the Board consulted with
the Healthcare Distribution Management Association (HDMA) in developing this
rule. He is not aware of opposition. Mr. Johnston asked the Committee to approve
Docket No. 27-0101-1405 and stood for questions.

Senator Schmidt asked about exceptions for veterinary distribution. Mr. Johnston
said there is no clear exception for veterinary distribution, but the topic will be
considered next year.

Senator Tippets moved to approve Docket No. 27-0101-1405. Senator Schmidt
seconded the motion. The motion passed by voice vote.
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DOCKET NO.
16-0107-1501
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DOCKET NO.
24-1901-1401

DOCKET NO.
24-1401-1401

DOCKET NO.
24-0901-1401

Mr. Bruce Cheeseman, Emergency Medical Services (EMS) Section Manager,
Bureau of EMS in Preparedness, Department of Health and Welfare (Department),
addressed Docket No. 16-0102-1401, EMS Rules Definition. He said the change
brings the rules into agreement with Idaho Code. The 2014 Legislature adopted S
1328, which amended Idaho Code § 57-1012, as to the definition of Emergency
Medical Services or EMS. The rule aligns this chapter of rule definitions for all EMS
chapters of rules with statute that became effective on July 1, 2014.

Mr. Cheeseman asked the Committee to approve this docket and stood for
questions. Senator Nuxoll asked if the language precludes anyone from offering
help at a roadside if they are not EMS personnel. Mr. Cheeseman said that it
does not.

Senator Schmidt moved to approve Docket No. 16-0102-1401. Senator Nuxoll
seconded the motion. The motion passed by voice vote.

Mr. Cheeseman addressed Docket No. 16-0107-1501, Emergency Medical
Services (EMS) Personnel Licensing Requirements. The rules are being amended
to provide flexibility in the continuing education (CE) requirements needed for EMS
personnel to renew their licenses. The rules amend the number of CE venues
required during each licensure cycle and provide for CE that is taken after an early
submission of application to count toward the next licensure period.

Mr. Cheeseman said feedback from EMS personnel across Idaho has been
positive. He asked the Committee to approve Docket No. 16-0107-1501.

Senator Nuxoll moved to approve Docket No. 16-0107-1501. Chairman Heider
seconded the motion. The motion carried by voice vote.

Vice Chairman Martin recognized Tana Cory for the presentation of the next
dockets.

Tana Cory, Chief, Bureau of Occupational Licenses (Bureau), described the
function of the Bureau, which provides administrative, fiscal, legal, and investigative
services to 29 self-governing, self-supporting boards and commissions. She said
the Bureau is a dedicated fund agency and does not receive money from either the
State General Fund nor any other department or agency.

Ms. Cory introduced Heidi Bruff Nye from Nampa, Chair of the Board, and
addressed Docket No. 24-1901-1401, Rules of the Board of Examiners of
Residential Care Facility Administrators (Board). She said this anticipated rule
change will result in an annual increase of approximately $24,050 in the Board's
Dedicated Fund. The increase is needed because complaints and resulting costs
have increased. She said most complaints deal with resident abuse, neglect, or
substandard quality of care.

Ms. Cory next addressed Docket No. 24-1401-1401, Rules of the Board of Social
Work Examiners. It is anticipated this change will result in an annual increase of
approximately $77,080 in the Board's Dedicated Fund. The Board has also seen an
increase in complaints, and investigative costs have doubled from 2010 to 2014.

Ms. Cory addressed Docket No. 24-0901-1401, Rules of the Board of Examiners
of Nursing Home Administrators (Board). She introduced a member of the Board,
Mr. Keith Holloway from Boise. Ms. Cory said it is anticipated this rule change will
result in an annual increase of approximately $8,625 in the Board's Dedicated
Fund. The Board has seen its balance declining due to an increase in complaints,
investigations, and prosecutions. Most have been relative to resident abuse,
neglect, or substandard quality of care.
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24-0601-1401

DOCKET NO.
24-1101-1401

DOCKET NO.
24-1701-1401

MOTION:

PASSED THE
GAVEL:

ADJOURNED:

Ms. Cory addressed Docket No. 24-0601-1401, Rules of the Licensure of
Occupational Therapists and Occupational Therapy Assistants. She introduced
Kristin Guidry from Meridian, who is a member of the Board. Ms. Cory said the
Board is decreasing its fees, which will reduce the fees collected annually by
approximately $11,700. She explained that the fees are being lowered to offset the
Board's monetary balance, which has increased due to fewer complaints over the
last several years. There has also been a decrease in the number of licensees.

Ms. Cory addressed Docket No. 24-1101-1401, Rules of the State Board of
Podiatry (Board). She said this rule change is in response to H 356, which passed
the House in the 2014 Legislative Session. H 365 allowed the Board to create an
inactive status for licensure. Rule 300.05, Idaho Code, establishes the fee for an
inactive license, and Rule 425 establishes the inactive status.

Ms. Cory addressed Docket No. 24-1701-1401, Rules of the State Board of
Acupuncture. This Board is also reducing its fees. The decrease is anticipated to
reduce the amount collected by the Board by $7,850 annually. She said the Board
has not had any complaints in the past three and a half fiscal years. The reduction
is intended to lower its overall monetary balance.

Ms. Cory reminded Committee members that she had provided them with a list of
the balances for the boards and some history of fee increases and decreases over
the last several years. She said these rule changes will ensure the self-sufficiency
of each board. She asked the Committee for approval of the six dockets and stood
for questions.

Senator Hagedorn asked about the root cause of the increase in investigations.
Ms. Cory called on Heidi Bruff Nye. Ms. Bruff Nye explained that hospitals are
discharging patients earlier, some of whom are still needing care. They are then
admitted into nursing homes, which results in an increase in staff and in complexity
of care. There is greater opportunity for errors and complaints.

Senator Hagedorn asked if better training for staff would help, and what the
long-term solution would be if complaints continue to rise. Ms. Cory said that
good education is key, and the Bureau is fiscally responsible and will work hard
to minimize complaints.

Senator Hagedorn moved to approve Dockets Nos. 24-1901-1401;
24-1401-1401; 24-0901-1401; 24-0601-1401; 24-1101-1401; and 24-1701-1401.
Senator Nuxoll seconded the motion. The motion passed by voice vote.

Vice Chairman Martin passed the gavel back to Chairman Heider.

There being no further business, Chairman Heider adjourned the meeting at 4:22
p.m.

Senator Heider
Chair

Erin Denker
Secretary

Jeanne' Clayton
Assistant
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located on file with the minutes in the Legislative Services Library.

Chairman Heider called the meeting to order at 3:06 p.m. He welcomed family
medicine residents in the audience and called on Curt Fransen for his presentation.

PRESENTATION: Curt Fransen, Director, Department of Environmental Quality (DEQ), introduced

PASSED THE
GAVEL.:

himself and the other presenters, all from the DEQ: Tiffany Floyd, Administrator, Air
Quality Division; Orville Green, Administrator, Waste Management and Remediation
Division; and Paula Wilson, Rules Coordinator.

Mr. Fransen presented an overview of DEQ's rulemaking in general and provided
a sense of some of the parameters DEQ worked with in the promulgation process.
He explained the relationship between the federal Environmental Protection
Agency (EPA) and the State of Idaho relative to environmental programs and
implementation of laws and rules by either the EPA or the states.

Mr. Fransen discussed "stringency fee" and explained why DEQ often incorporates
federal regulations into state rules by reference. He reviewed the federal
environmental laws, federal rules and regulations, authorization, delegation,
primacy, and the benefits to state primacy laws. He said DEQ implements state
programs in lieu of waiting for the EPA to implement their programs, which allows
the State to have control of its own programs. He said DEQ has some flexibility

to tailor programs that benefit Idaho, provided the programs are as stringent as
federal regulations but no more stringent than necessary.

Mr. Fransen briefly outlined the proposed rule changes being presented at the
meeting and discussed what to expect from DEQ in 2016.

Vice Chairman Martin asked Mr. Fransen where DEQ is relative to primacy of
surface water. Mr. Fransen explained the process so far and said DEQ expects to
have rules before the Legislature in 2016.

Chairman Heider passed the gavel to Vice Chairman Martin for rules review.

Vice Chairman Martin recognized Tiffany Floyd for a presentation on the first
three dockets.



DOCKET NO.
58-0101-1401

TESTIMONY:

MOTION:

DOCKET NO.

58-0101-1402

MOTION:

DOCKET NO

58-0101-1403:

MOTION:

DOCKET NO.
58-0105-1401

MOTION:

Tiffany Floyd, Air Quality Division Administrator, DEQ, addressed Docket No.
58-0101-1401, Rules for the Control of Air Pollution in Idaho. She explained the
rule was initiated by the agricultural community and a State legislator. The purpose
of the rule change is to clarify the application of ldaho fugitive dust as it pertains
to agricultural activities. Ms. Floyd said DEQ conducted a negotiating process,
held a comment period and had a public hearing. The proposed rule reflects the
comments received. The Board of Environmental Quality adopted the rule in
mid-November. She asked the Committee to approve Docket No. 58-0101-1401
and stood for questions.

Senator Nuxoll asked if the rules adhere to federal regulations. Ms. Floyd
replied this piece is not currently federally approved; it is a clarification to assist
implementation of actual rules. Senator Schmidt asked if these rules apply to
timber industries. Ms. Floyd said they did not. Chairman Heider asked for a
definition of fugitive dust. Ms. Floyd defined it as dust created in the activity of
farming. Senator Tippets asked if the rules provide relief for individuals engaged in
agricultural activities. Ms. Floyd answered affirmatively.

Vice Chairman Martin recognized Roger Batt, who took the podium as
representative of the Idaho Heartland Coalition. Mr. Batt testified in support of the
rules being presented, which he said came about as the result of the federal Clean
Air Act. He said this set of rules is a reasonable solution to the current problem.

Senator Tippets moved to approve Docket No. 58-0101-1401. Senator Schmidt
seconded the motion. The motion carried by voice vote.

Ms. Floyd discussed rule changes in Docket No. 58-0101-1402, which she
said adds clarification to the rule for the control of air pollution in Idaho. The
rule ensures consistency with federal regulations and minimizes the burden on
regulated facilities.

Senator Lacey moved to approve Docket No. 58-0101-1402. Senator Hagedorn
seconded the motion. The motion carried by voice vote.Senator Nuxoll asked
to be recorded as voting Nay.

Ms. Floyd addressed Docket No. 58-0101-1403, which she said is necessary

to ensure that Idaho rules are consistent with federal regulations. She said the
rule change is necessary to maintain program primacy and noted the types of
incorporation by reference. DEQ did not conduct negotiation on rulemaking, due to
the nature of the rule. Public hearings were held, and no comments were received.

Senator Nuxoll asked questions about exceptions from the federal code. Mr.
Fransen answered that the federal regulations do provide some flexibility.

Chairman Heider moved to approve Docket No. 58-0101-1403. Senator Schmidt
seconded the motion. The motion passed by voice vote. Senator Nuxoll asked
to be recorded as voting Nay.

Vice Chairman Martin recognized Orville Green for presentation of the next docket.

Orville Green, DEQ, addressed Docket No. 58-0105-1401, which he said is an
adoption by reference because it is required by law. He said the rules are adopted
on an annual basis and incorporate the changes in the federal Hazardous Waste
Rules from July 1, 2013, through June 30, 2014.

Mr. Green said the rules enable Idaho to maintain primacy over the Hazardous
Waste Program in lieu of the EPA. He asked the Committee to approve Docket No.
58-0105-1401 and stood for questions.

Senator Schmidt moved to approve Docket No. 58-0105-1401. Senator Tippets
seconded the motion. The motion carried by voice vote.
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PASSED THE
GAVEL.:

ADJOURNED:

Vice Chairman Martin passed the gavel back to Chairman Heider.

There being no further business, Chairman Heider adjourned the meeting at 4:49
p.m.

Senator Heider
Chair

Erin Denker
Secretary

Jeanne' Clayton
Assistant
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Chairman Heider called the meeting to order at 8:01 a.m.

Jessica Chilcott, District 7, Idaho, said Optum's catalyst for change had
brought an increase to denials of service, unpaid workload by case workers and
unresponsiveness to filed grievances.

Terry Sterling, Idaho Community Action Network, on behalf of Jenna Silvia, gave
her support for and desire to see Medicaid expanded in Idaho as it would increase
job opportunities in the healthcare industry.

Brenda Smith spoke about her experience with the adoption of special needs
children. She felt parents were not given enough of a voice to guide the care of
these children's lives within the school and mental healthcare systems.

Cameron McCown requested that a non-biased oversight authority of Optum be
established in order to review the procedures and care given to patients and ensure
that care was adequate, proper and effective.

Eric Makrush, Foundation for Government Accountability, stated to prevent
federal government dependency, problems within the Medicaid system should
be addressed by a state level healthcare system to maintain control over its
development and implementation.

Aaron White, President, Idaho American Federation and Congress of Industrial
Organizations (IAFL-CIO), expressed support of Medicaid expansion. Medicaid
expansion allows for economic growth as well as stability of healthcare in rural

communities and across Idaho.

Anita Santos, Executive Director, Idaho Academy of Family Physicians (IAFP),
expressed the IAFP's support for Medicaid expansion. She said the overall effect
of providing affordable healthcare to more people was a less costly healthcare
system. The IAFP was committed to finding solutions to Idaho's healthcare issues.

Rebeka Casey said the critically needed Community Based Rehabilitation Services
(CBRS) component of care given to special needs children has been reduced by
Optum. She asked for an investigation into Optum's violation of due process in their
denial request appeals process and into Optum's utilization of evidence-based
practices.



Jeff Marino, Stellar Mental Health and Mediation, testified on his professional
experience with Optum; their cutback of CBRS services, the lack of accountability
and the decline in care for the youth in need.

David Decker, President, Self Advocate Leadership Network, said Medicaid
expansion would correct the coverage gap for those who do not qualify for
traditional Medicaid nor federal tax credits yet are unable to afford health insurance.

David Murgiotio, Family Medicine Residency of Idaho, said affordable healthcare
was a significant issue for people who fall between the income gap of too much
for Medicaid and not enough for tax credits. He expressed his appreciation for the
legislative support of the Healthy Idaho Plan.

Ashley Piaskowski, Patient Enroliment Specialist, Heritage Health, expressed her
support of Medicaid expansion to close the coverage gap in Idaho.

Vanessa Bates Johnson, Access Community Base Services, stated a dissolution
of Optum was unnecessary, but rather oversight and regulation should be
implemented to include adequate public disclosure and metrics for the progress of
mental health services provided by Optum.

Randy Shelton expressed concern over the dwindling number of hours
Transportation Support Services allotted for individuals in need and the effect that
caused to their feelings of independence; his son was a good example as he
recently had to quit his volunteer activity for fear of lack of transportation.

Amanda Harris, patient, Stellar Mental Health, stated she was denied services
through Optum despite her doctor's letters in support of her need. Although
her services recently had been restored, there was a need to review Optum's
determination of access to mental health services.

Diane Overall expressed frustration with the difficulty to appeal denial requests
from Optum. She said the break in care resulted in severe regression of her
grandson's condition even after eventual reinstatement of care.

Ali Landers said a transition program for those recovering or managing mental
health issues was needed to allow them to contribute to society.

Douglas Alles, Director, Catholic Charities of Idaho, stated the financial burden
of no or inadequate healthcare presented significant challenges to families

and individuals seeking to remove themselves from government and charitable
assistance. He said he supported the Healthy ldaho Plan.

llene Kingery spoke about the benefits her son had received from mental health
services through CBRS. She said there was need to review Optum's denial rate
against the service denials and subsequent emergency care provided to Idaho.

Beverly Hines, licensed professional counselor, said whole family care was an
essential component to the ongoing health of children and as such should not be
left out of mental health services provided to families.

Liza Long said she supported the expansion of Medicaid to close the coverage
gap. She said Optum's denial of services may be shifting the cost of preventative
mental healthcare to the juvenile justice system. She stated there was a need to
review Optum's denial of services and those children who then received emergency
treatment or went into the juvenile justice system.

Karri Schock said her family experienced the her son's behavioral regression due
to Optum's policy for an ongoing 90 day reevaluation process, which included a
break in care while under review. Optum must address the continuity of care issues
faced by mental health patients during this 90 day reevaluation as well as the

high level of service denials.
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Joshua Grade said budget cuts and denial of Medicaid put the legacy of Idaho
taking care of its own in jeopardy, but adjustments to the system could change
that course for the better.

TJ Barr, case worker, CBRS, said the changes Optum had made to the standard of
care for children were a detriment to the child. He asked for a review of Optum's
systems and processes to be done before the upcoming contract renewal between
Idaho and Optum.

Chairman Heider asked Dallas Dulany, 2nd grader from Gateway School, to
share about his favorite football team and his school. Chairman Heider said the
little boy was one example of the children who had been talked about during the
committee meeting.

Kevin O'Sulllivan told the story of his experience with lack of insurance; he
supported the Healthy Idaho Plan.

Brandi Hooker, President, Idaho Dental Hygienist Association, urged the
Legislature to support the federal grant for workplace innovation in the oral
healthcare field. She said these grants would provide improved care to Idaho
citizens.

Mary Syms-Pollot said there was a great need for revision to the cumbersome,
inefficient healthcare system processes.

Carol Augustus expressed her support for Medicaid expansion.

Matthew Johnson, Glenns Ferry Healthcare Incorporated, expressed his support
for the Healthy Idaho Plan.

Veronica Dulany said peer related counselors were an important component of
behavioral based counseling, however, this critical service had been severely
reduced by Optum.

Greg Dickerson, Mental Health Providers of Idaho, said a strategic plan for the
renewal of Optum's contract should outline metrics and real time outcome data to
meet the needs of the patients.

Marie Milanez expressed her appreciation for the Starr program; her child had
benefited from their mental health services.

Jessica Trent, Program Director, Starr Family Behavioral Health, said there was
a need for an assessment of the administrative overload mandated by Optum for
both adequate reimbursement and redundancies of procedures already in practice.

Zach Warren, Pearl Health Clinic, said Optum's takeover of mental health services
had resulted in a decline in patient care as well as a reduction in payment for
services.

Sathya Shankar said up until Optum's management of the mental health services
her son was making excellent progress. She said a service denial from Optum
caused regression in her son's mental health. Ms. Shankar expressed the need for
the current system to reflect the continuing needs of her child and children like him.

Chairman Wood gave a recap of the testimonies presented to the Committee. He
said the two primary topics were the healthcare coverage gap and the development
of managed care into accountable care within the universal healthcare system.

He said there would be challenges in the ongoing shift away from the traditional
medical system to an integrated system. Chairman Wood said public input was a
valuable resource and thanked those who testified today.

ADJOURNED: There being no further business, Chairman Heider adjourned the meeting at 9:59
a.m.
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Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 3:00 p.m. and welcomed Richard Armstrong.

Richard Armstrong, Director, Department of Health and Welfare (Department),
presented on Fun, Facts, and Myths (see attachment 1). He said that welfare is
steeped in mythology rather than facts.

Mr. Armstrong said most welfare recipients are not drug users. Idaho does screen
for drugs and sends users to drug treatment, which helps both the welfare recipient
and the children.

Regarding child support, the Department has created many effective tools to recoup
child support money from the non-custodial parent to the custodial parent. Most of
the problems occur because people just don't have the money.

Mr. Armstrong said that getting too many vaccines at one time will not overwhelm
a child's immune system. Studies by the Centers for Disease Control have shown,
in theory, healthy infants could safely get up to 100,000 vaccines at once, provided
the inoculations are administered correctly. For airborne diseases such as measles,
if 90 percent to 95 percent of individuals are immunized, the general public is in
safe territory.

Mr. Armstrong emphasized that drug use is voluntary but drug addiction is not.
He said addictive drugs can forever alter the brain. Prescription pain medications,
which are everywhere, present the greatest problem; more overdoses occur with
prescription pain medication than heroin and cocaine combined.

Mr. Armstrong continued his examination of welfare fiction which included the
myths of foster parenting requirements, welfare queens, Medicaid eligibility, the
food stamp program (SNAP), and Ebola fears.

Chairman Heider called on Susan Miller for her presentation on RS 23202.

Susan Miller, Executive Director, Board of Dentistry (Board), presented

RS 23202, which amends Idaho Code § 54-923 and provides for revocation

of a license for conviction of a crime. The proposed amendment would add a
requirement that licensees must report to the Board any felony conviction within
30 days of conviction. Currently there is no requirement for a licensee to report
such information other than in an initial application or biennial renewal application.
For that reason, it is not unusual for the Board to learn of a conviction months
after the event.



MOTION:

RS 23211

MOTION:

SUBSTITUTE
MOTION:

ROLL CALL
VOTE:

ROLL CALL
VOTE:

RS 23220

Ms. Miller said the Board feels it is in the interest of public safety to add this
requirement, which is why the amendment is being brought back for further
consideration with revised wording that would be more acceptable to the Committee.

Senator Hagedorn moved to send RS 23202 to print. Vice Chairman Martin
seconded the motion. The motion passed by voice vote.

Ms. Miller addressed RS 23211. A portion of Idaho Code § 54-920 concerns
renewal of licenses, and § 54-921 relates to reinstatement of a license. This
amendment clarifies that failure to renew a license will result in the expiration of
a license and that an expired license will be cancelled if not renewed within the
30-day grace period as set forth in statute.

Ms. Miller explained the legislation also establishes requirements to reinstate a
cancelled license if it is cancelled for less than two years and requires reinstatement
if cancelled for longer than two years.

Senator Hagedorn asked about a strikeout referring to renewal notifications. Ms.
Miller explained that each licensee receives renewal notices prior to the renewal
date, in addition to a final notice, sent by certified mail.

Senator Schmidt moved to send RS 23211 to print. Vice Chairman Martin
seconded the motion.

Senator Hagedorn made a substitute motion to hold RS 23211 until the end of
the week when the bill's sponsor can provide information in the statute related to
notification requirements.

Ms. Miller referred the Committee to the pages of the rule that fully define
notification requirements.

Chairman Heider called for a roll call vote on the substitute motion to hold

RS 23211 until the end of the week to receive additional information on notification
requirements. Senators Johnson, Nuxoll, Hagedorn and Vice Chairman Martin
voted aye. Senators Tippets, Lee, Schmidt, Lacey and Chairman Heider voted
nay. The motion failed.

Chairman Heider called for a roll call vote on the original motion to send RS 23211
to print. Senators Johnson, Hagedorn, Tippets, Lee, Schmidt, Lacey and
Chairman Heider voted aye. Senator Nuxoll voted nay. The motion carried.

Kandee Yearsley, Child Support Bureau Chief, Department of Health and Welfare
(Department), Division of Welfare, presented RS 23220, which pertains to the
collection of child support and the reimbursement of public assistance. Rules
relating to child care, Temporary Assistance for Families in Idaho (TAFI), and
Medicaid require benefit program recipients who receive benefits for themselves
and/or their children to cooperate with Child Support Services.

Ms. Yearsley explained the reason for this requirement is to either obtain
reimbursement for funds expended on behalf of the family or to assist public
assistance recipients with enforcement of their court order to provide income into
the household, which could reduce or eliminate these families' reliance on future
public assistance. The rule change would specify that a benefit recipient does not
have the authority to forgive or to receive direct payment of child support during the
time they are receiving public assistance.

Ms. Yearsley asked the Committee to approve RS 23220 and stood for questions.

Mr. Scott Keim, Deputy Attorney General, Department of Health and Welfare
(Department), took the podium to answer Committee members' questions relating
to the legal terminology in the amendment.
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MOTION: Vice Chairman Martin moved to print RS 23220. Senator Lee seconded the
motion. The motion passed by voice vote. Senator Hagedorn asked to be
recorded as voting nay.

ADJOURNED: There being no further business, Chairman Heider adjourned the meeting at 4:30
p.m.

Senator Heider Erin Denker
Chair Secretary

Jeanne' Clayton
Assistant
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Fiction: That’s apparently what .

Florida governor Rick Scott thought,
too.

The state of Florida began drug testing
welfare recipients in 2011. About 2%
tested positive for drug use. Federal
statistics show that the rate of drug use
among welfare recipients is about the
same as it is for the general public.
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Fiction: Sorry, but the urban legend of
the deadbeat dad is slowly dying.

Our tool chest for collecting money for Idaho
children includes mandatory wage withholding
by employers, garnishing federal and state tax
returns and lottery winnings, and even
accessing bank accounts. We can also
suspend your driver’s license, fishing, hunting
and even professional licenses. And we can
even take your passport—while you are out of
the country!!

L]
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In 1997, $18 M. in child support was collected through wage
withholding. In SFY 2013, it was $104 M.

One-half of all people notified their licenses were
going to be suspended ponied up. But, about
160 licenses are still suspended each month.

15% of people who pay child support are women.

Idaho collects 62% of support owed, but over $600 M. is past due.
30% of custodial parents never receive one cent.

« Thereis abig difference between deadbeat and
deadbroke dads (and moms). We sympathize and
work closely with deadbroke payers—they want to
support their children, but often are victims of the
economic times.

L]
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Fiction: There are more bacteria in your
child’s mouth than there are peoplein
the world.

Compared to what they typically encounter
and manage during the day, vaccines are
literally a drop in the ocean for children.
Studies by the CDC have shown, in theory, healthy infants
could safely get up to 100,000 vaccines at once.

The bottom line: It's safe to give your child simultaneous vaccines or
vaccine combinations.

L J
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The state purchases and supplies children’s \.\\;\ VA
vaccines to healthcare providers so all children ---' 1A
have access. Over 600,000 children’s vaccines /| \ \
were distributed by the Idaho Immunization Program last year.

~ =~ ¢ |daho has the second highest exemption rate in the
® @ nation. Idaho law makes it convenient for parents to
— " declare an exemption during school registration.

rate, improving from 48t in the nation in 2007,

to 23" in 2013. g

IDAHO DEPARTMENT OF
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ldaho has been steadily increasing its vaccination tOWay




Fiction: If you are going to be a
volunteer, don’t raise your hand
for this one.

Addictive drugs actually change your
brain in ways that result in compulsive,
and even uncontrollable drug use. Also,
many people with mental illness self-
medicate, becoming addicted to drugs or
alcohol. Substance use disorders can be
very complex for effective treatment.

IDAHO DEPARTMENT OF
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Myth: Prescription pain medications are safer than street drugs.
Truth: Since 2003, prescription pain medications like Vicodin and
OxyContin have been involved in more overdose deaths than heroin and
cocaine combined.

— 1
) 1%

-~ Myth: Marijuanais not addictive.
~ Truth: 1 of 11 people who use it become addicted.

Hey Oregon, what are you thinking?

Myth: Hard liquor drinks are more addictive than beer or wine.
Truth: Alcohol is king as the most addictive substance in the U.S.

One of every 12 adults suffer from its abuse or dependence. ( :
And it does not matter what liquid form you drink. (But wine _
stains on the white carpet are harder to get out!)
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Fact: You're a perfect match—for some lucky child.

You just need compassion, patience, and a willingness to help a child and
their family during a difficult time. You don’t have to be married and you
can rent. The only financial requirement is that you have enough income
to support yourself and your family aside from the money you are
reimbursed to care for a child living in foster care. You can call 2-1-1
ldaho CareLine for more info.
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WELFARE QUEEN MYTH: “THERE’S A WOMAN IN CHICAGO.
SHE HAS 80 NAMES, 30 ADDRESSES, 12 SOCIAL SECURITY
CARDS. ... SHE’S GOT MEDICAID, GETTING FOOD STAMPS
AND SHE IS COLLECTING WELFARE UNDER EACH OF HER
NAMES. HER TAX-FREE CASH INCOME ALONE IS OVER
$150,000" — RONALD REAGAN DURING 1976
PRESIDENTIAL CAMPAIGN

o L]
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Fiction, But Reagan Won the Presidency!
Actually, it was not all fiction. He put the facts together from
three different women, all who were abusing the system.

But that was 1976.

Welfare reform in 1996 dethroned the welfare queen
and put her to work. States were given more control of
welfare programs, instituting work requirements and
time limits for benefits. As a result, people now have to
be working or taking part in job search activities if they receive
Food Stamps or cash assistance.

Technology is now the ruler. DHW'’s benefit eligibility process
relies on more than 20 state and federal databases to verify
identity, obtain or check information, and reduce fraud and abuse

L]
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Fiction: In Idaho, the maximum
cash assistance available is
$309/month. That's for 1 child...

or 16.

* There’'s a 2-year lifetime limit for cash
assistance.

» The program requires recipients to
be in job training or working -- No
freeloaders!!

Each month, 200 family
households receive cash

assistance. That's out of 578,000
ldaho households!

IDAHO DEPARTMENT OF

HEALTH « WELFARE
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Fiction: Healthy, working age adults are not eligible for Idaho
Medicaid—even if they are poor or unemployed or homeless.

Who's eligible?

* Low-income pregnant women

e Children from low income families

« People with disabilities

e Low-income elderly J_J |

e Adults, with children in the home, who are extremely low-income.
Can you believe a monthly income limit of $517/month for a family
of four? $518 earnings and you buy your own insurance....with
what?

IDAHO DEPARTMENT OF

HEALTH « WELFARE
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Medicaid averaged 252,600 participants in SFY 2014. Children make
up 74% of enroliment, but only 36% of expenses.

Medicaid pays for approximately 44% of all prenatal care and
deliveries in Idaho.

The federal government pays about 70% of all medical claims
in the program. State general fund (tax dollars!) account for 24%.

97% of Medicaid’s budget is paid out in claims. 3% is for
administration and personnel.

 Medicaid’s SFY 2015 budget is a little more than $2
billion and accounts for 80% of DHW'’s total budget.

Stump the Chump: Do you know the
difference between Medicare and Medicaid?

& @
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Fiction: Undocumented immigrants have never been eligible
for Food Stamps.

* Legal immigrants can only get Food Stamps if
they have lived in the U.S. for at least five

years.

 Refugees can receive Food Stamp benefits if
they meet other eligibility requirements.

o  Many immigrants are reluctant to apply for Food
Stamps because of language barriers or fear it
will affect their immigration status.

L]
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» 82% of all SNAP benefits go to households with children, elderly or
people with a disability.

 The average Food Stamp benefit is $115/month. That's
$3.83/day or $1.28/meal. A 4-piece Chicken McNuggets
Happy Meal costs $2.99.

* Food Stamps cannot be used for alcohol, tobacco, pet food,
medicine, household supplies, or prepared and hot foods.

» Unless a small child is in the household, participants must
work or be in job training.

* Increased oversight has reduced trafficking to less than 1% of benefits.

- Idaho’s enroliment peaked at 238,000 in January 2012, but is
now less than 200,000

L]
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Fiction: More than 90% of Welfare budget goes to the elderly,

disabled or members of working households. center on Budget and
Policy Priorities, 2012 Figure 1
Over Nine-Tenths of Entitlement Benefit Spending
Goes to the Elderly, Disabled,
or Working Households

Share of entitlement benefits, 2010

Age 65 and up
53%

Only 12% of federal budget goes to safety
net programs. The big federal spenders:
o 24% to Social Security

—— Disabled (non-elderly)

e 22% to Medicare and Medicaid e
. 19% for Defense and Security | P i)
. 8% for federal retirees and veterans =

benefits and pensions. B g . e o S A

Centeron Budget and Policy Pricrities | chppiong
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uiz: Do you have Ebola? —7% @

Q y ( @Z

Have you touched the vomit, blood, sweat, saliva, urine or
other gross bodily fluids from someone who has Ebola?

/«{5-\ d Yes

" d No

\"'m,

f

\ W4

.

Do you watch the news?

QYes 7.4
QNo [ (@9

If yes, you have a highly contagious strain of Ebola,
called Fearbola.

L J

L]
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AGENDA

SENATE HEALTH & WELFARE COMMITTEE

3:00 P.M.
Room WW54
Tuesday, February 03, 2015

Meeting will adjourn today at 4:15

SUBJECT DESCRIPTION

PRESENTER

Welcome and Introductions

Gubernatorial Michael Gibson of Nampa, Idaho, was appointed

Appointment to the Commission for the Blind & Visually

Hearing Impaired to serve a term commencing July 1,
2014, and expiring July 1, 2017

Presentation: Idaho Office of Drug Policy, Cannabis Oil (CBD)

Chairman Heider

Michael Gibson

Elisha Figueroa
Administrator

Idaho Office of Drug
Policy

If you have written testimony, please provide a copy of it to the committee

secretary to ensure accuracy of records.

COMMITTEE MEMBERS COMMITTEE SECRETARY
Chairman Heider Sen Tippets Erin Denker

Vice Chairman Martin Sen Lee Room: WW35

Sen Johnson(Lodge) Sen Schmidt Phone: 332-1319

Sen Nuxoll Sen Lacey email: shel@senate.idaho.gov

Sen Hagedorn



MINUTES

SENATE HEALTH & WELFARE COMMITTEE

DATE:
TIME:
PLACE:

MEMBERS
PRESENT:

ABSENT/
EXCUSED:

NOTE:

CONVENED:

GUBER-
NATORIAL
APPOINTMENT
HEARING:

PRESENTATION:

Tuesday, February 03, 2015
3:00 P.M.
Room WW54

Chairman Heider, Senators Johnson (Lodge), Hagedorn, Tippets, Lee, Schmidt
and Lacey

Vice Chairman Martin and Senator Nuxoll

The sign-in sheet, testimonies and other related materials will be retained with
the minutes in the committee's office until the end of the session and will then be
located on file with the minutes in the Legislative Services Library.

Chairman Heider called the meeting to order at 3:07p.m.

Chairman Heider welcomed Michael Gibson of Nampa, ldaho who was appointed
to serve on the ldaho Commission for the Blind and Visually Impaired Board
(ICBVIB) for a term commencing July 1, 2014 and expiring July 1, 2017.

Mr. Gibson said he has spent six years on the board of the ICBVIB, which were
some of his most rewarding years in public service. He said he has enjoyed being
able to help blind or visually impaired ldahoans in their quest to lead independent
and meaningful lives. He referred to his work at the Boise State University Disability
Resource Center where he assisted college-age individuals navigate the campus.
He said this experience was especially rewarding.

Mr. Gibson acknowledged and thanked Nancy Wise, Administrator, ICBVIB, who
was in the audience. He said he looks forward to continuing to provide leadership
and to serve the ICBVIB.

Chairman Heider asked how many blind or visually impaired individuals in Idaho
utilize the ICBVIB's resources. Mr. Gibson said approximately 450 older individuals
receive ongoing services and about 1,100 individuals have received either one-time
services or are receiving ongoing services.

Senator Hagedorn asked about current roadblocks to the blind or visually impaired
in higher education, especially in math and some of the sciences. Mr. Gibson
said the issue is challenging but evolving. He said with improved computer
technology, these subjects are becoming more accessible. Work is also being
done to encourage publishers of higher education textbooks to provide access to
the blind via audio resources.

Mr. Gibson described his experience with a rehabilitation center for the blind in
Colorado and expressed admiration for the exceptional resources available in Idaho.

Chairman Heider thanked Mr. Gibson for his contributions to the ICBVIB. He
welcomed Elisha Figueroa to the podium for her presentation.

Elisha Figueroa, Administrator, Office of Drug Policy (ODP), gave a presentation
on Cannabidiol (CBD) Oil drug studies (see attachment 1). She explained the
characteristics of CBD oil and its difference from THC and medical marijuana. She
informed the Committee that the Epidiolex trial starting in the spring of 2015 was
supported by the ODP. The results would be used to determine the efficacy of
CBD oil on seizure disorders.



ADJOURNED:

Ms. Figueroa stated CBD oil is currently classified as a Schedule | drug by the
FDA, making it illegal by the federal government. Additionally, if Idaho were to
legalize CDB oil, the traditional medical community would not be involved because
it is not an FDA approved drug.

Ms. Figueroa concluded by stating the ODP is supportive of the FDA trials
underway and will use the results of those trials to make decisions on its
recommendation on the legalization of CBD oil.

Senator Hagedorn asked Ms. Figueroa if ODP had communicated with the
Department of Commerce about promoting Idaho as one of only two states in the
western U. S. that does not legalize any type of marijuana. Ms. Figueroa replied
that such communication had not taken place.

Chairman Heider thanked Ms. Figueroa for her presentation. He said it provided
useful information to the Committee.

There being no further business, Chairman Heider adjourned the meeting at 3:45
p.m.

Senator Heider
Chair

Erin Denker
Secretary

Jeanne' Clayton
Assistant Secretary

SENATE HEALTH & WELFARE COMMITTEE
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The Argument for FDA-Approved
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Governor’s Office of Drug Policy - =




Cannabidiol Qil (CBD)

* One of many components of cannabis plant
« No psychoactive effects

« May show some benefit for intractable seizures

« Administered orally in oil form




Marijuana States
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Biue- all forms illegal
Red- CBD legal
Yellow- recreational & ‘'medicinal’
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Concerns with State Legalized CBD

* Schedule I drug

* Not deemed safe and effective by FDA
 Very limited unbiased studies

 Accessed through “budtenders”




R

 Rely on advice of “budtenders” regarding strain
and dosage

* Product purity concerns

« Unregulated extraction process allows for
unknown amounts of THC which can cause
selzures

» Contaminants such as mold, fungi, E Coli, other
toxins (New Haven University)

» May cause negative drug interactions



““Budtender Derek Richards, left, helps Carson Jones of Lincoln, Neb., while Jones'
brother Jack, also of Lincoln, finishes his order and security guard Dirk Smith, back,
signals to budtenders how many customers are waiting inside the store. KAI-HUEI
| YAU — Tri-City Herald”
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Daniel Friedman, M.D.,
epileptologist and a clinical
neurophysiologist at the NYU
Comprehensive Epilepsy Center
opined, “More studies are needed

. American Epileps

to understand the potentially ity ﬂﬁ m%
e ° reports o1 kpidiolex

complex interactions between efficacy and safety

3 presented at the
Oww m.HHQ O._”T@H. Qﬁgmm .U.—.H._“ 11 ._”rmw mﬁ_mioms mwm_mwm%

. o . ociety Annua

meantime, frequent monitoring  ing rereved
of drug levels is warranted in http:/ fomew.newswise

.com/articles/view/62

children taking CBD-containing s
products, including medicinal
cannabis” .




Research Reported December 2014
American Epilepsy Society

« After 3 months, 39% of + 3 of 5 patients showed
parents reported CBD reduced decreased seizure frequency
seizures by more than 50%

1 of 5 showed increased

» 4% Experienced more seizures frequency by 5%

Devinsky, O., Sullivan, J., Friedman, E. T., Geffrey, A., Pollack, S., Paolini, J., Bruno, P., &
March, E., Laux, L., Hedlund, J., ... & Cilio, M. Thiele, E. (2014). Cannabidiol (CBD) treatment
(2014). Efficacy and safety of Epidiolex for refractory epilepsy in tuberous sclerosis
(cannabidiol) in children and young adults with complex (TSC). 2.427, American Epilepsy
treatment-resistant epilepsy: Initial data from Society Annual Meeting. www.aesnet.org

an expanded access program, 3.303, American
Epilepsy Society Annual Meeting.

*Both studies lack appropriate research rigor for conclusive results.



Questions that Arise

« How can a state pass a law in clear violation of
federal drug laws?

« How does a state prevent their conflicting drug
laws from negatively impacting neighboring
states?

» If a municipality does not want legal pot in their
city, can they opt out of the state law?

* What does an employer do when employees with
“medical” marijuana cards have a positive drug
test?
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FDA Process

FDA Process in place for over 100 years
Rigorous, scientific process

Dose

Efficacy

Condition

Clean and Pure

System for Recall

Drug Interactions
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Pharmaceutical Companies

GW Pharmaceuticals —
Epidiolex

Dravet and LGS

Second phase of three phase
clinical trial

Expanded Access Programs

New York, California,
Iowa, Minnesota,
Pennsylvania, North
Carolina, Maryland

Insys Therapeutics

January 2015 — pharmacokinetic
study

March/April 2015 — Phase 3

Clinical Trials on Dravet and
LGS
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Research Reported

- Promising signals of efficacy and safety on 58
treatment-resistant children and young adults

- Approximately 410 children and young adults now
authorized for treatment with Epidiolex®

- 20 expanded access Investigational New Drug
Applications (INDs)

- Approximately 200 children now receiving
Epidiolex® treatment under expanded access INDs
at 11 clinical sites in the U.S.



Pure . May Not Be Pure

Effective No Evidence of Effectiveness

Capacity for Emergency Recall : No Capacity for Emergency Recall

Sold in Pharmacies : Sold in Marijuana Dispensaries



Concerns with FDA-Approved CBD
Studies

“Not every child is eligible to receive medication.”

“I don’t want my child to receive the placebo during
the study.”

“I don’t want to be limited to one formula of CBD.”
“It’ll take too long.”

“Pharmaceutical drugs are too expensive, and
marijuana is cheap.”



If CBD Legalized in Idaho

 Idaho will be in violation of Federal law
« Nominee for new Attorney General

« The medical community is bypassed because it is
not an FDA-approved medication

» The safety and efficacy of the product will be
unknown

« The purity of the product will be unknown




« Patients will have to rely on “budtenders” to
advise regarding dosing the drug

» Negative drug interactions are unknown
» Possible side effects are unknown

» Idaho will be forced to expand government to
administer and fund a CBD program



FDA approved studies of CBD in Idaho will:

N_|P.oi|a.m-m method for mwnw.amrom:m to mnnmm_m safe, effective
medication

M Allow for the compassionate care of Idahoans while
adhering to Federal drug laws




Concerns from Utah

« “The law provides a » “As a state, we are
false hope for recommending
families.” something we don’t

know enough about.”

» “Colorado can’t meet
the supply of all that » “Who is liable when

want to participate.” something goes
wrong?”
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AMENDED AGENDA #1
SENATE HEALTH & WELFARE COMMITTEE

3:00 P.M.
Room WW54
Wednesday, February 04, 2015
SUBJECT DESCRIPTION PRESENTER
Welcome and Introductions Chairman Heider

Gubernatorial Michael Gibson of Nampa, Idaho, was appointed Chairman Heider
Appointment to the Commission for the Blind & Visually
Consideration  Impaired to serve a term commencing July 1,

2014, and expiring July 1, 2017

Gubernatorial  Travis Beck of Idaho Falls, Idaho, was appointed Travis Beck
Appointment to the Commission for the Blind & Visually

Hearing & Impaired to serve a term commencing April 3,

Consideration 2014, and expiring July 1, 2016

Docket No. Rules of Emergency Medical Services (EMS) Dr. Curtis Sandy,

16-0202-1401 Physician Commission Chair

RS23218 Relating to Residential Care - Amending to Tamara Prisock
Provide a Change in Lease does not Require Division Administrator

Facility Licensing & to make Technical Corrections

RS23263 Relating to Certified Family Homes - Amending to Tamara Prisock
Define a Term and Make Technical Corrections. Division Administrator

Amending to Provide Medical Foster Homes
Exempt from Certification Requirements under
Certain Circumstances & Make Technical
Corrections"

If you have written testimony, please provide a copy of it to the committee
secretary to ensure accuracy of records.

COMMITTEE MEMBERS COMMITTEE SECRETARY
Chairman Heider Sen Tippets Erin Denker

Vice Chairman Martin Sen Lee Room: WW35

Sen Johnson(Lodge) Sen Schmidt Phone: 332-1319

Sen Nuxoll Sen Lacey email: shel@senate.idaho.gov

Sen Hagedorn


http://adminrules.idaho.gov/legislative_books/2015/pending/15S_HealthWelfare.pdf#nameddest=G5.1007318
http://www.legislature.idaho.gov/sessioninfo/rs.htm
http://www.legislature.idaho.gov/sessioninfo/rs.htm

DATE:
TIME:
PLACE:

MEMBERS
PRESENT:

ABSENT/
EXCUSED:

NOTE:

CONVENED:

VOTE ON

MINUTES

SENATE HEALTH & WELFARE COMMITTEE

Wednesday, February 04, 2015
3:00 P.M.
Room WW54

Chairman Heider, Vice Chairman Martin, Senators Johnson(Lodge), Nuxoll,
Hagedorn, Tippets, Lee, Schmidt and Lacey

None

The sign-in sheet, testimonies and other related materials will be retained with
the minutes in the committee's office until the end of the session and will then be
located on file with the minutes in the Legislative Services Library.

Chairman Heider called the Senate Health and Welfare Committee (Committee)
to order at 3:10 p.m.

Senator Tippets moved to send the gubernatorial appointment of Michael

GUBERNATORIAL Gibson to the Commission for the Blind and Visually Impaired to the floor with

APPOINTMENT:

the recommendation that he be confirmed by the Senate. Senator Schmidt
seconded the motion. The motion carried by voice vote. Senator Hagedorn
will carry the appointment on the floor.

GUBERNATORIAL Chairman Heider welcomed Travis Beck of Idaho Falls, who was appointed to

APPOINTMENT
HEARING:

VOTE ON

the Commission for the Blind and Visually Impaired (Commission) to serve a term
commencing April 3, 2014, and expiring July 1, 2016.

Travis Beck took the podium to outline his professional history as a legally

blind individual. He said he has a good understanding of what life is like for the
blind, because he has been legally blind since birth. He said he first became
involved with the Commission during a summer work program at age 16. He went
through the Commission's mobility and training program at age 19 and is currently
a vendor with the Commission's Business Enterprise Program (BEP). He has
served approximately six years on the board of the Commission.

Mr. Beck answered questions from the Committee, which centered mostly on
the roadblocks and challenges a blind person encounters. Mr. Beck said there is
no one roadblock greater than another. He said the challenges are a series of
roadblocks that include schooling, training, and educating employers. Mr. Beck
explained that a licensed BEP vendor is a designation created under the Ralph
Shepherd Act, which gives priority to blind individuals to operate food facilities
and vending.

Vice Chairman Martin moved to send the gubernatorial appointment of Travis

GUBERNATORIAL Beck to the Commission for the Blind and Visually Impaired to the floor with the

APPOINTMENT:

PASSED THE
GAVEL.:

recommendation that he be confirmed by the Senate. Senator Lacey seconded
the motion. The motion carried by voice vote. Vice Chairman Martin will carry
the appointment on the floor.

Chairman Heider passed the gavel to Vice Chairman Martin for rules review.



DOCKET NO.
16-0202-1401

MOTION:

PASSED THE
GAVEL.:

RS 23218

MOTION:

RS 23263

Dr. Curtis Sandy introduced himself as Chair, Emergency Medical Services
(EMS) Physician Commission of Portneuf Medical Center in Pocatello, and
Chair for the Idaho EMS Physicians Commission. He said the EMS Physicians
Commission was formed by the passage of H 8585 during the 2006 Legislature.
He explained the purpose of the EMS Physicians Commission, which is to
establish standards for the scope of practice and medical supervision for licensed
EMS personnel and organizations.

Dr. Sandy said Docket No. 16-0202-1401 incorporates the latest version of the
EMS Standards Manuals (see attachment 1). He outlined the changes in the rules
review book and said the changes align the definition of EMS with the definition in
Idaho Code § 5-1012. He said all changes are merely housekeeping updates.

Dr. Sandy asked the Committee to approve Docket No. 16-0202-1401 and
stood for questions.

Senator Nuxoll moved to approve Docket No. 16-0202-1401. Senator Lee
seconded the motion. The motion was carried by voice vote.

Vice Chairman Martin passed the gavel back to Chairman Heider.

Chairman Heider invited Tamara Prisock to present the next agenda item.

Tamara Prisock, Administrator, Division of Licensing and Certification,
Department of Health and Welfare (Department), presented RS 23218, which
relates to residential care and amends to provide that a change in lease does not
require facility licensing and to make technical corrections.

Ms. Prisock explained that changes in the lease of property on which the facility
is located do not affect the actual operation of the facility or the delivery of care
to the residents and should not require relicensure of the facility. She said that
removing the requirements for a facility to become relicensed when there has
been a change in lease will result in savings of both the facility's staff time and
money and savings in the Department's staff time.

Ms. Prisock asked the Committee to send RS 23218 to print and stood for
questions.

Senator Tippets moved to print RS 23218. Senator Hagedorn seconded the
motion. The motion carried by voice vote.

Ms. Prisock presented RS 23263, relating to certified family homes. The
proposed change in statute would exempt homes approved by the Department of
Veterans Affairs (VA) as Medical Foster Homes (MFH) from state certification for
the care of dependent veterans who are not receiving Medicaid. Homes that care
for non-veterans in addition to veterans would still require state certification.

Ms. Prisock said MFHs that care only for veterans who do not receive Medicaid,
should not be subject to inspections by both the Department and the VA. She
recapped that homes that care for non-veterans in addition to veterans and
homes that care for veterans receiving Medicaid would still require certification by
the Department.

Ms. Prisock asked the Committee to send RS 23263 to print and stood for
questions.

Senator Schmidt asked how many entities would be affected. Ms. Prisock
answered that the program is new to the VA. It is just getting started in the
Treasure Valley and will eventually expand to other areas if it is successful. She
said at this time the Department is not exempting the homes.

SENATE HEALTH & WELFARE COMMITTEE
Wednesday, February 04, 2015 — Minutes — Page 2



MOTION:

ADJOURNED:

Senator Schmidt said he would like more information when the bill comes before
the Committee. Ms. Prisock deferred to Cindy Bahora, Social Worker at the
Boise VA Medical Center and MFH Coordinator, who was in the audience.

Ms. Bahora said the VA is hoping at the outset to have 15 to 20 homes, some of
which would be certified family homes and some not.

Chairman Heider asked if these homes will be supervised by both the VA and the
Department or if the VA has priority. Ms. Bahora said the VA would not subject
a facility to state certification after the home has been approved by the VA as a
MFH, provided it is caring only for veterans who do not receive Medicaid.

Senator Hagedorn moved to print RS 23263. Senator Nuxoll seconded the
motion. The motion carried by voice vote.

There being no further business, Chairman Heider adjourned the meeting at
3:35 p.m.

Senator Heider
Chair

Erin Denker
Secretary

Jeanne' Clayton
Assistant

SENATE HEALTH & WELFARE COMMITTEE
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STATE OF IDAHO

EMS PHYSICIAN COMMISSION

STANDARDS MANUAL

Authority:
Idaho Code § 56-1013A, § 56-1016, and § 56-1017(1)

Rules for EMS Physician Commission Idaho Administrative Procedures Act 16.02.02

Edition 2015-1
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Idaho EMS Physician Commission Standards Manual
Edition 2015-1 DRAFT
Effective July 1,2015
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I. DEFINITIONS.

As promulgated by and in addition to the applicable definitions in Section 56-1012, Idaho Code,
and IDAPA 16.01.02, Idaho Department of Health and Welfare, “Rules Governing Emergency
Medical Services,” the following terms are used in this manual as defined below:

Advanced Emergency Medical Technician (AEMT). A person who holds a current active license
issued by the EMS Bureau at the Advanced Emergency Medical level and is in good standing
with no restriction upon, or actions taken against, his license.

Affiliation. The recognition of an individual as a member or employee.

Bureau of Emergency Medical Services and Preparedness. The Bureau of Emergency Medical
Services and Preparedness of the Idaho Department of Health and Welfare, hereafter referred to
as “the Bureau.”

Contemporaneous. Originating, existing, or occurring during the same period of time.

Credentialed EMS Personnel. Individuals who are authorized to provide medical care by the
EMS medical director, hospital supervising physician, or medical clinic supervising physician.

Credentialing. The local process by which licensed EMS personnel are authorized to provide
medical care in the out-of-hospital, hospital, and medical clinic setting, including the
determination of a local scope of practice.

Critical Care Paramedic. A person who holds a current active license issued by the Bureau at the
Paramedic or Emergency Medical Technician-Paramedic level and has successfully completed
training objectives as set forth in the Critical Care Transport Curriculum Guide of the Bureau
and who possesses a current active credential to provide Critical Care.

Critical Care Transport. The transportation of a patient with continuous care, monitoring,
medication, or procedures requiring knowledge or skills not contained within the Paramedic
curriculum approved by the State Health Officer.

Designated Clinician. A licensed Physician Assistant (PA) or Nurse Practitioner designated by
the EMS medical director, hospital supervising physician, or medical clinic supervising
physician who is responsible for direct (on-line) medical supervision of licensed EMS personnel
in the temporary absence of the EMS medical director.

Direct (On-Line) Supervision. Contemporaneous instructions and directives about a specific
patient encounter provided by a physician or designated clinician to licensed EMS personnel
who are providing medical care.
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Emergency Medical Services (EMS). Under Section 56-1012(12), Idaho Code, emergency
medical services or EMS is aid rendered by an individual or group of individuals who do the
following:

a. Respond to a perceived need for medical care in order to prevent loss of life, aggravation
of physiological or psychological illness, or injury;

b. Are prepared to provide interventions that are within the scope of practice as defined by
the Idaho Emergency Medical Services Physician Commission (EMSPC), under IDAPA
16.02.02, “Rules of the Idaho Emergency Medical Services (EMS) Physician
Commission”;

c. Use an alerting mechanism to initiate a response to requests for medical care; and

d. Offer, advertise, or attempt to respond as described in Section 56-1012(12), (a) through
(c), Idaho Code.

e. Aid rendered by a ski patroller, as described in Section 54-1804(1)(h), Idaho Code, is not
EMS.

Emergency Medical Services Physician Commission. The Idaho Emergency Medical Services
Physician Commission as created under Section 56-1013A, Idaho Code, hereafter referred to as

“the Commission.”

Emergency Medical Responder (EMR). A person who holds a current active license issued by
the Bureau at the First Responder or Emergency Medical Responder level and is in good
standing with no restriction upon, or actions taken against, his license.

Emergency Medical Technician (EMT). A person who holds a current active license issued by
the Bureau at the Emergency Medical Technician or Emergency Medical Technician-Basic level
and is in good standing with no restriction upon, or actions taken against, his license.

EMS Agency. An organization licensed by the Bureau to provide emergency medical services in
Idaho.

EMS Medical Director. A physician who supervises the medical activities of licensed personnel
affiliated with an EMS agency.

Hospital. A facility in Idaho licensed under Sections 39-1301 through 39-1314, Idaho Code, and
defined in Section 39-1301(a)(1), Idaho Code.

Hospital Supervising Physician. A physician who supervises the medical activities of licensed
EMS personnel while employed or utilized for delivery of services in a hospital.

Indirect (Off-Line) Supervision. The medical oversight provided by a physician to licensed EMS
personnel who are providing medical care. The components of medical supervision include EMS
system design, education, quality management, patient care guidelines, medical policies, and
compliance.

License. A license issued by the Bureau to an individual for a specified period of time indicating
that minimum standards corresponding to one (1) of several levels of EMS proficiency have been
met.
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Licensed EMS Personnel. Individuals who possess a valid license issued by the Bureau.

Medical Clinic. A place devoted primarily to the maintenance and operation of facilities for
outpatient medical, surgical, and emergency care of acute and chronic conditions or injury.

Medical Clinic Supervising Physician. A physician who supervises the medical activities of
licensed EMS personnel while employed or utilized for delivery of services in a medical clinic.

Medical Supervision. The advice and direction provided by a physician, or under the direction of
a physician, to licensed EMS personnel who are providing medical care, including direct and
indirect supervision.

Medical Supervision Plan (MSP). The written document describing the provisions for medical
supervision of licensed EMS personnel.

Nurse Practitioner. An Advanced Practice Professional Nurse, licensed in the category of Nurse
Practitioner, as defined in IDAPA 23.01.01, “Rules of the Idaho Board of Nursing.”

Out-of-hospital. Any setting outside of a hospital, including inter-facility transfers, in which the
provision of emergency medical services may take place.

Paramedic. A person who holds a current active license issued by the Bureau at the Paramedic or
Emergency Medical Technician-Paramedic level and is in good standing with no restriction
